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This study^ esents statistics concerning recent 
trends in the health • c*a re 'sector and detailed discussions of sele 
current health j.ssiies. The first part cf this report consists Of 
chapters, each Covering a current issue.-' Chapter one presents rec 
data on the health c-haract^ristics of minority groups in the O.S. 
Chapter two discusses the relationship between diet, nutrition, a 
health in the context -of the Dietary Goals of the U.S. Senate Sel 
Ccnmittee on Nutrition and Human Needs. The third chapter reviews 
analyzes the* supply, training, and deployment cf nonph^^sician hea 
care. providers.,in primary care. The last chapter describes a curr 
program that is designed to improve medical technology assessment 
The second half of this, report is a statistical section organized 
around four themes: 1) health status and determinants, 2) utiliza 
of health resources, 3) health care resources, land health care 
expenditures. St rono interrelationships exist between different 
aspects of the health; 'care system, and some of these 
interrelationships are examined in this report. (CJ) . . ' 
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Health, United States, 1979 is the fourth annual report on 
the health status of the Nation submitted by the Secretary 
of Health, Education, and Welfare to the President and 
Congress of the United States in compliance with Section- 
308 of the Public Health Service Act. It presents, in a 
/Single volume, statistics concerning recent trends in the 
health care sector and detailed discussions of selected cur- 
rent health issues. 

This report was compiled by the National Center for 
Health Statistics \^th the assistance of the National Center 
for Health Services Research of the Office of Health 
Research, Statistics, and Technology. The National Com- 
mittee on Vital and Wealth Statistics served in a review 
capacity. - ^ 

The report is divided into two parts. Part A consists of 
four analytic and review chapters, on subjects of current 
interest in the health field. Part B consists of 84 statistical 
tables with interpretive text. The appendixes include 
descriptions of the datasources, a glossary, and a guide to 
the tables. \ 

Each chapter in Part A discusses a single pilblic health 
issue as follows: 

) • Chapter \ presents recent data on the health 
ch/iracteristics of minority groups in the United States. 
] Although some barriers to health care have been reduced, 
i substantial differences still exist in health status when 
minorities are compared with the white majorityrReduc- 
^ tion and elimination of these differences are major goals of 
•Federal policy. • 

• Chapter II discusses the relationship between diet, nutri- 
tion, and health in the wntext of the Dietary Goals of the 
U.S. Senate Select Committee on Nutrition and Human 
Needs. The role of diet in the etiology of selected diseases 
is reviewed, and recent data on the dietary^ intake and 
nutritional status of the U.S. population are provided. 

• Chapter III reviews and analyzes the supply, training, 
and deployment of nonphysician health care providers in 
prinoary care. The extent to Which these providers can sup- 
plement and extend the physician supply' in underservcd 
areas is examined. The legal and financial considerations 
that affect their utilization are also discussed. 

• Chapter IV describes a cutrent program of the National 
Institutes of Health (NIH) that is. designed to improves 



medical technology assessment— a program that is the 
forerunner of a larger effort in technology assessment 
marked by the creation of the National Center for Health 

* Care Technology. New technologies are often adopted 
before adequate information is available on potential 
benefits and risks. In addition, some well-validated 
innovations have been slow to reach the practicing physi- 
cian. Reviews of three medical technologies that were 
examined by the NIH program for efficacy and safety are 
presented. ^ . ^ ^ 

The statistical section. Part B, is organized around four 
major themes: 

• Health Status and Determinants. 

• Utilization of Health Resources. 

0 

• Health X^are Resources. 
# • Health Care Expenditures. 

^ The tables in Part B contain data that are relevant to 
policy and administrative decisions and that m^t the 
specifications of Section 308 of the Pu])iic Health Service 
Act. This edition of Health, United St/ates differs from 
others in that the analyses emphasize trends and conv 
parisdns over time rather than cros$ tabulations of several 
variables for a single data year. This difference ^fmproves 
the usefulness of tiie volume by making it a standard 
reference source that illustrates changes in health status 
.and the health care system. Future editions will be updated 
for more recent data years using similar tables, 

Another difference is that the tables in this volume pre- 
sent age-adjusted data more frequently than in previous 
volumes. This was necessary for two reasons: (1) the 
elderly constitute a growing proportion of the U.S.. 
population, and (2) several demographic subgroups of the 
population have dffferenl age sttructures. By adjiurthg for 
age, data can be compared more easily/over time and for 
different groups. - " 

Although the tables in Part B are divided into separate 
topical sections, the .trends considered under different 
aspects of the health care system are hot independent.' 
Strong interrelationships exist , and a change in one area of 

• the health cace system may affect other areas. However, 
only some of the$e interrelationships are examined in this 
report. ^ , 

• ■ > __iii 
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HIGHLIGHTS 



I. Health Status and Determinants 

• Birth rates fo? teertagers have continued^o decrease since 
1972, reaching 34.5 births per 1,000 females 15-17 years of 
age in 1977. 

• Infant mortality has decreased 5 percent "per year since 
1965, dropping to a rate of 14 infant deaths per 1,000 live 
births in 1977. 

if » 

• Life expectancy at birth continues to increase, reaching a 
recbrd 73.2 years for Americans in 1977. 

'Heart disease mortality has decreased by about the same 
amount in the first 7 years of this decade as it did in the 
20-year period from 1950 to 1970. 

f Cancer mortality continues" to decrease for the px)pula- 
tion under 45 years of age and has recently begun to 
decline, for those 45-49 years of age. 

• Fewer teenagers ^nd young adults are starting to smok« 
cigarettes qqw than a decade ago. 



But 



• Death rates among teenagers-r-particularly those for 
suicide and ^ motor vehicle accidents— increased between 
1976 and 1977. 

• Only 59 percent of black women, compared with 77 per- 
cent of white women, began prenatafcare during the first 
trimester of pregnancy. " 

• Birth rates for black teenagers regain much higher than 
rates for white teenagers— 34.2 ver^s''l0.9 births per 1,000 
females 10-17 years of age. 

• The black infant rnortality rate irt^7 was still twice as 
high as the rate for white infants— 23V6 v^jsus 12.3 infant 
deaths *per 1,000 live births. 

II. Utilization of Health Resources ^ 

, • The trend in the last decade has been toward equal use of 
physician services. b7 income and race. 

• Hospital utilization stabilized between 1972 and 1977, 
after a period of relatively rapid increase during the 
mid-1960*s^ 



• The trend in mental health care has been tow|fd more 
outpatient care and d^f treatment instead of institu- 
tionalization in psychiatric facilities. ^ . ^ 

But . . . * 

■ 

• Rates for several con[imon surgical procedures increased 
•substantially between 1967 and 1977; th^te for ces^rian 
sections doubled and the rate for hysterectomies increased 
22 percent for women 15-44 years of age. 

• Financial barriers to adequate dental care still exist for 
people in low and middle income groups. 

• Socioeconomic status continues to influence the need for 
medical care, with the poor reporting more illness and 
disability than the ^nqnpoor. ' 



III. Health Care Resources ^ 

• Regional variations 4ti physician-population ratios nar- 
rowed somewhat between 1972 and 1977. 

• Recent trends in graduate medical education suggest a 
decline in the ratio of surgical to medi<}al specialists during 
the 1980*s. 

• The proportion of physiciarl^ working in groups practice 
has increased from 18 percent'in 1969 to 24 percent in 
1975. 

• A decrease of 149,147 psychiatric hospital beds between 
1972 and 1977 can be attributed to the closing of many 
long-stay psychiatric hospitals. 

• The rapid growth in the number of nursing home beds 
witnessed in the 1960's aod early 1970*s has abated. 



But 



• In 1977, 36 States had Higher bed-population ratios and 
46 States had lower occupancy rates than those recom- 
mended ^ the National Guidelines for Health Planning. 

* Substantial regional variations in physician-population 
ratioir still txisted in 1977^ with ratios ranging from 14.4 
•active non-Federal physicians per 10,000 population in the 
North Central Region to 20.4 per 10,000 in' the Northeast 
Region. / 



• About 27' million people lived in locales designated as 
Primary Medical Cftre Manpower Shortage Areas as of 
December 1978. 

• The proliferation of technology in hospitals across the 
country has created concern about duplication of services 
and about its impact on health expenditures. 

• Another result of increased technology has been an 
increase in the ratio of full-time equivalent employees to 
patients in community hospitals and a consequent rise in 
costs per patient day. 

IV. Health Caje Expenditures 

• Since the implementation of 'the Medicare and Medicaid 
prograiAs, financial barriers to health care haye diminished 
for the elderly and the poor. 



• In 1978, national health expenditures in the United 
y States totaled $192.4'billion, an average of $86S per person 

and comprising 9.1 percent of the gross national product. 

» . * • •* » ' ' 

But , , . ■ .... " 

• In 1978, increases for medical care prices outpaced 
increases for all other items on the Consumer Price Index, 
except for food. 

• National hefilth expenditures haye more than doubled 
during the 1970's. * 

• National health expenditures continue to represent an 
increasing proportion of the gross national product. 
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CHAPTER! 



Health Status of Minority Groups" 



Introduction 



As information on the health of Americans increases^ irf- 
terest in the health status of the Nation's minorities grows. 
>This chapter presents copiparative information on a 
number of health topics, including health status, use of ^ 
health services, mortalit^ and life expectancy. Available 
data are presented for the black and Hispanic minorities as 
well as for the white majority; some information is 
presented for two other minority groups— ^'Asians or ' 
Pacific Islanders*' and ''American Indians or Alaskan 
Natives/' Lack of adequate data bases Tor specific com- 
ponents of the Hispanic pdpulation precludes the presenta- . 
tion of such dats^. Discussions of the problems of racial 
and ethnic classification as they relate to health data, 
sources of data, and plans for forthcoming hew data on 
the health of minorities are in the Technical Note following 
the Summary^ ^ * 



Social and economic determinants . 
of healtii - • 

. ! ■ I ^ 

J^opulation size, age and sex structure, socioeconomic 
composition, ^nd other characteristics differentiate 
ipinority groups from the white population. Because these 
characteristics iriflvience health, they must be considered 
when assessing the health status of minority groups. 

Recent efforts b^ the V?S. Bureau of the Census and 
other statistical agencies have produced a series of pojiula- 
tion data on blacks and Hispanics (U.S. Bureau of the 
Census, 1978a and 1979a). Populatitfn data for Asian- 
Americans, American Indians, and other minority groups 
are still scarce, but they are becoming more available. 
Information from recent household surveys is sufficient to 



^ Prepared by Prank Ckxlley, Ph.D., and Ronald W. Wilson, Division 
of Analysis, National Ctnter for Health Statistics. Evelyn Glass and A. 
Joan Klebba, Division of Vital Statistics, National Center for H<^h 
Statistics, assistedjjth the mortality section. The Indian Health Section 
was prepared by H^zart I. Spector, Offlcqof Program Statistics, Indian 
Health^Scrvice. 



describe the basic demographic and socioeconomic 
characteristics oif the largest racial and ethnic minorities, 
that is, blacks, Hispanics, and Asians or Pacific Islanders'. 
The population profile presented in tffis section is based on \ 
annual averJiges of the civilian noninstitutionalized 
population derived from the 1976 and 1977 Health Inter- 
view Surveys. These surveys arp the source of - most 
measpres of minority health presented injhis chapter. 

Historic^ally, the largest' minority group has been and 
continues to be the black population. An estimate^! 23 
million black people not of Hispanic origin (tabie A)f repre- 
sent 11 percent of the population. Geograpnically, the 
black population ts concentrated in, the SoutB but less so 
than in the past. A$ a cesult pf migration to other regions, 
only onerhalf of the black population now lives in thfe 
South. Blacks, like other minority groups, are much more 
urbanized than whites. The proportion living in centre 
cities (57 percent) is more than twice the proportion of the 
white population not of Hispanic origin (24 percent). 

Hispanics are the Nation's second largest minority 
group. Numbering an estimated 12 million, they represent 

' 5.6 percent of the national population, excluding Puerto 
Rico (table A). Within the Hispanic population, the 7 
million of Mexican origiiv or descent are the most 
nuniierous. T^ie second lafgest group is made up of the 1 .7 
million Puerto Ricans living on the U.S. mainland, priii- 
cipally in the Northeast. Cubans number 774,000 and ftre 
concentrated in the Northeast and South. All three^ 
Hispanic groups are more urbanized than the white 
populAion not of Hispapic origin. 

An estimated 3 million persons are of Asian or Pacific 
Island origin; most live in the West and in highly urbanized 

- a|rcas. . * 

Thc mqst recent reliable estim«ites of the tota^ij[urtlbcfs 
of American Indians «nd Alaskan Natives are from the 
1970 Census of Population. At that time, American 
Indians and Alaskan Natives numbered 827,000 (U.S. 
Bureau of the Census, 1975). This figure represents a 
51-percent increase over the 1960 count, a much larger 
increase than can be explained by underenumeration or 
overenumeration or by births and deaths between the two 
census year4 Shifts in racial identification have been 
hypothesizedms an impoH^nt factor influentfng counts of 

/ the Ajiveric^Indlan population (Passel, 1976)* 
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t*abl(|A; Population and percent distribution^ according to race or ethnicity » region^ and place of residence: 
\ United States, average annual ll}76-77 



Population, region, and 
pjaceof residence 



Black 



Rdte or ethnicity 



Hispanic 



. Totalf Mexican ^^^^^ ; Cuban 



Asian or 
Pacific 
Islander 



White 



Population 

«^ 

Geographic region ...... 

Northeast 

North Central , , 

South 

West. I V;... 

Place of residence 

SMSA 

Central city 4- 

Outside central city 

Outside SMSA* 



In^u 



Number in thousands 
23.066 11.913 7,206 1.739 . 774 

Percent distribution 



Includes others of Hispanic origin not shown as b separate category. ^ 
NOTE: Racial and ethnic categorioi are mutually exclusive. ^ - ' 

SOURCE: Division of Health Interview Statistics, National Center fbr Health Statistics: Data from the Health Interview Survey; 
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Compared ^^ith the white population, minority popula- 
tibns are generally younger (table B). The Asi^n popula- 
tion has a large concentration of people 17-44 years of ag$. 
However, the Hispanic population has the youngest age ^ 
structure, a consequence of relatively high fertility levels/ ^ 
In 1977, the number of lifetime births expected by married 
women of Spanish origin 35-39 years of age was t% percent 
more than expected by married wi|nte womfcn in that age^ 
group (U.S. Bureau of the Censusri978b). . 
/Table C presents a profile of sdected socioecoriimic \ 
characteristics of the prinicipal minority grqups.^The 
socioeconomic status of minorities is generally low, except 
for the relatively high income arid education levels of the 
Asian or Pacific Islander group. The proportion of black « 
faniilies wit|i incomes less than $5, (XX) is about 3 times the 
propor^on of white families; for Hispanics, the propor-, 
tipn is about 2 times that for the white population not of 
Hispanic origin. Blocks and Hispanics are i3!ider«^ 
represented at the higher income and educational Jevels,' 
despite reductions of these inetiualities during the 1960's 
and 1970's (Farley aiid i^ermalini, 1972; U.S. Commission 
on Civil Rights. 1978), " . ^ ; 

Family size and, composition. of minorities^ are also 
impiortant^o consider in analyses of health and its inter- 
reiatidnships with socioeconomic status. On a per capita 
basisi levels of family income and other resources are 
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decreased by the relatively large families of most minority 
groups. Three ^of every 10 blac|^ and Hispanic fajnilies con- 
sisted of five or more persons, compared with 2 of every 10 
white families (U.S. Bureau o| the Census, 1978g). ^ 



Table B. Percent distribution of age. according to race 
\ or ethiilclty: United States, average annual 1976-77 



■ i « 




— ^ 

Race or ethnicity^ 




Age 

. i- 


'Black 


Asian or 
Hispanic Pacific 
* Islander 


White 






Percent distribution 






, , * ofoo 


100 100 


100 


- 1 7-44 year* . . . ;. . . r. » 


. . 35 

^ 41.. . 

' 8 


41 32 ^ 

42 49 

13 14 


27 
40 



NOTB: Racial and ethnic categories are mutuall/exclusive. , ' 

; ' , 

SURCEi Division of'Health Interview Statistics, National Center for Health Statistics: Data 
the He«lth Interview Survey. 
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Tabid C. Percent of population with selected social and 
economic characterfstlcs^ according to race or eth- 
nicity: United Stgf^, average annual 1976-77 



Race ft ethnicity 



Social and economic 
* characteristic 



Asian or 
Hispanic Pacific White 
islander 



Black 



Family, income 




Percent of population 






^^0 


19 


12 


II 


$5.00O-$9.999 


29 


33 
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19 


$10,000-$ 1 4,999 


19 


24 


20 


23 


$15,000 or more 


22 


■ 24 


SI 
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Educational attainment^ 










High school-graduate or more . . . . 
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70 
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5 


30 


15 


Employment status^ 












12 
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Marital status* 












•47 


63 


65 


67 



income are cross tabut^led. In sorAe instances, com- 
parisons ,will be made with the Asian population, 
regardless of age and family income. More extensive 
analysis of specific health indicator^ among minorities is ' 
currently being conducted by the National Center for 
Health Statistics (NCHS) and will appear in future NCHS 
reports. ^ . 

Health status indicat<grs 

Self'perception,— According to data from the Health 
Jnterview Survey (HIS), Amerffcans generally perceiv^ 
their own health favorably. Only about 12 percent of ihe 
population perceived their heahh as **fair" or ''poor" 
(table 1) based cfn responses to the question: Compared 
to dther persons your age, would you say your health is 
excellent, good, fair, or poor?" But, differences among 
subgroups of the population were marked. Only 1 1 pdcent 
of the white population Viewed themselves in ''fair" or 
"poor" healthy compared wjth 19 percent of the black 
population anaalmost 13 percent of the Hispanic popula- 
tion. The percent for Asians was similar to that of the 
white population. This pattern was found for all age 
groups, ahhough the differences were not as great among 
the elderly. When family income was taken into considera- 
tion, the pattern of perceived health status wa^ still 
observed for these same subgroups. However, the poor 
(family income less than $10,(XX))fperceived themselves in 
poor health more frequently (han the ponpoor (family 
income $10,0QQ_or more),^ regardless of race or ethnicity. 

Limitation of ac//v/(y.— A- measure of fht long-term 
impact of chronic disease is the proportion of the popula- 
tion with lin^itation of activity resuHihg from chroilic 
iJllness. This measure includes peopje who are Qnable to 
perform their usiml activity, such as working, keeping 
house, or gojng to school; people who are limited in the 
kind or amount of th^l^sual activity; and peopleVho are 
limited in their other activities a§ a result of chronic 
disease ._l*he pattern for this nieasure is not as clear as fori 
perceived liealth status. Marked differences were observed 
between the pooratid the nonpoor, with the poor reporting 
more limitation of activity (table 1). The data do nptf in- 
dicate the extent to which 1^ income people were lifnited 
because they were poor or the extent to which people werf * 
poor bed&use activity was limited. Differences b^een.the^ 
poor and nonpoor were sn)allest among ^hitdren, where 
the income-depressing effect of illness should b&miniVnal, 
and among the elderly, where aging .probablyCi'afA^cts 
health more than family income. This indicates thattthe 
income-depressing effec^ of illness may indeed be a domi- 
nant factoH\Ar young and middle-aged adults i ' \ \ 

In general, poor-nonpoor differences in the proportion 
with a limitation of activity withina given racial or ethnic 



* Persons 17 years and over. 

2 Persons 17 years and over in the labor Torce. 

' NOTE: Racial and ethnic categories are mutually exclusive. 

Source: Division of Health Interview Statisiicyf National Center for Health Statistics: Data 
from the Health Interview Survey. 

in addition to being larger, there are more one-parent 
families among minority groups than in the white popula- 
tion. From the perspective pf dependent children under 18 
years of age, the percent living with one parent in 1977 was 
13 percent of'Vhite children, 20 percent of Hispanic 
chx(d|en; and 43 percent of blaSk children (V*S. Bureau of 
the Census, 1978a and 4979b)/ * 



Health status^ and use of health «ervic^s^ 

In general, the health status ^f minorities, has Improved 
during recent years, and their use of health services has 
increased. Yet, many measures indicate tliat the health 
status^of minorities is not as good as that of the white 
majority. . 

Summary^ data oh selected health indicators are shown 
fd!r white, black, aiid Hispanic populations by age and 
family income in tables 1 and 2* two ihcomegrodps 
were used, partially for ease i^f data presentation and par- 
tially because of small sample size when age^ race, and 



* Most data in this section are.from the 1976 and 1977 Health Interview 
Surveys (HIS). Some data are from the 1971-^74 Health and Nutrition 
Examination Survey (HANESJ). These are the anajor population-based 
surveys conducted by the National Center for Health Statistics. A brief 
description of each can be found in the Technical Note of this chapter. 



^ The words "poor" and "nonpoor" are used here as terms 6f conven- 
ience, and they should not be equated with the more precise poverty 
terminology based on defiled family income data, family size, and 
sources of income adopted b^^lte Federal Interagency Council, and used 
in Intersections^ of this chapter. 
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'group were greater than racial or ethnic group differences 
in the proportion within either income category. This was 
cspcciiftlly true for people 45r64 years 9! age. For them, the 
rate of li^pitatipn of activity among th^poor was at least 
100 percent greater 'than that among the nonpoor, but the 
greatest difference by race or ethnicity was less than 50 per- 
cent. Lower levels of limitation pf activity were reported 
for black and Hispanic children than for other children. 
Among y6ung and middle-aged aduhs, Hispanics reported 
the low^ rates of limitation of activity, and the rates for 
whites and blacks were similar. 
estricted'activity.—Tv/o other measures of the impact* 
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population 18-74 years of age was 16.8 per 100, compared 
with 30.5 per 100 for^lacl^^dult^ CcrAide rate— 17.0 versus 
28.2). The racial differences tended to be greater among 
women than among men. The size of the national sample 
precludes detailed. analysis of findings for Hispanic and 
American Indian populations. 

Examinees in HANES-I were asked if they had ever been 
told by a doctor that they had hypertension^ Half (54.9 
pertent) of the adults with elevated blood pressure 
reported that they had not been previously told by a doctor 
that they had hypertension. The proportion of black adults 
with elevated blood pr essure and undiagnosed hyperten- 



of illness, both chronic and acute, are the total number of 
restricted-activity days per person per year and the nun^ber 
of bed days per person per year. (Bed days>(re a subset of 
restricted-activity days!) Black adults -Reported more 
restricted-activity days and bed days than Hispanic or 
white adults (table 1). This pattern was true for poor and 
nonpoor groups, but the poor reported considerably more 
days than the nonpoor. Among children, fewer restricted- 
activity and bed days were reported for blacks than for 
Hispanics or whites. This low rate among black children 
was observed for both the poor and the nonpoor, althtfugh 
the differences were less marked. « 

Lower rates c^^restlficted-activity d^ys and bed days for 
black and Hispanic children compared with those for white 
children and lower proportions with a limitation of activity 
may appear inconsistent with the finding that more bl£^ck 
and Hispanic children were reported to be in fair or poor 
health. / However, a certain amount of disability is 
^'prescribed'* by physicians as part of the diagnosis arid 
. treatment process, that is; doctors tell children to reduce oi*- 
limit certain activities; but, black and Hispanic children 
use physicians (ess frequently. Therefore, these apparent 
inconsfstencies may not be surt)rising. Without the 
measure of perceived health status, these data could well 
be interpreted that black and Hispanic children ^receive 
fewer services because they have less need. ^ 

Examination findings 

Blood pre$5Mre^— T3uringiiiie 1971-74 Health and Nutri- 
tion Examination Survey (HANES-I), blood pressure was 
m^sured fey- persons 6-74 years of age. Readings were 
analyzed primarily in terms of'mean systolic and diastolic 
^ pressures, but the examinees were classified as to whether 
or not they had elevated blood pressure (NCHS, 1977a).\ . 
.No real differjences in riiean pressures existed between 
' white and black children 6t17 years of age. Howeveh tte 
mean systolic and diastolic pressures for blacks v25-74 
years of age exceeded the mean levels for whites. The pro- 
portion ofj persons with elevated blood pressure was also 
greater among blaci adults than among white aduhs. The 
age**adju6ted rate of elevated blood pressure for the white 



} Elevated blood pressure is defined as either systolic pressure of 160 
mnvHg or molr(> or diastolic pressure of 95 mmHg or more, Tnis term is 
referred to in the HANES' reports on blood pressure as ^'definite 
hypertension.** . 



sion was significantiy lower than the proportion of white 
aduhs. Although the overall prevalence of elevated blood 
pressure among both whites and blacks has not changed in 
the past 10 years, ^ much larger proportion of black males 
than white males with previously undiagnosed hyperten- 
sion was found during a ^tudy ^ decade ago than was 
found in the more recent study (80 percent versus 56 per^ 
cent, compared with 56 percent versus 65— age^adjusted). 
Decreases^ were insignificant between the two surveys in the 
proportion of black females with undiagnosed hyperten- 
sion. More blacks may know of their elevated blood 
^ pressure tfecaus<^ physicians and their patients may be more 
aware of this condition, which is more common among 
blacks and a major risk factor for heart disease and stroke. 

Substantial information on hypertension was also col- 
lected during the 1974 Health Interview Survey (HIS). 
Estimates from HIS of the 'number^ of people with 
hypertension differed somewhat from those derived from 
HANES because HIS data were collected in household 
interviews rather than by examination. Information on the 
characteristics of persons who were aware of their condi- 
tion is useful (NCHS, 1978a). There were no differences 
between blacks and whites in the proportion of hyperten- 
sives who had ever been prescribed antihypertensive 
medication (about 75 percent for both). Howevef, a 
somewhat larger . proportion of black than of white 
hypertensives had stopped taking their unedication (25.5 
percent versus 17.2 percent, respectively).^ A larger propor- 
tion of blacks than of whites also* reported side-effects 
froni their medication. Also, a much larger proportion of 
blacks than of whites with hypetensiou reported that they 
were/*bothered'' by their condition (74 percent versus'49 
percent, respectively).. » 

7Vy/r/7/ow.— Data on caloric and nutrient intake for pro- 
tein, calcium, iron, vitamins A and C, thiamine, and 
riboflavin were collected during HANES-L One of 
measures used in analyzing the data w£^ mean nutrient 
intakcl Adequacy^of intake was based on the 'HANES 
standard for dietary allowances (NGHS, 1973a). While a 
mean intake measure can hide the fact that subgroups of 
individuals cian have usual nutrient intake far below 
reqonmiended daily allowances, these data are useful in 
identi^ing influences on .the diet related to characteristics 
of broad categoriesi bf the population. These data indicate 
adequate or more than a(jequate intake of riboflavin and 
thiamin? for all population subgroups defined by poverty 
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status/ <race, sex, and age. For protein, cal(j!uuT^^ 
vitamins A aifd C/some population subgroups had lower 
intake than the recompiended daily allowances. Calcium 
ihtaj|:e was lower than recommended allowances for adult 
black women, regardless of income. Vitamin A intake >yas 
below recommended allowances for white adolescents and 
yQUiig_adult wopien in low income groups and fbr adoles- 
cent black women, regardless of income. Protein intake 
was below the recommendecl allowances for adolescents, 
adult women, and older men iQ{ the low ioqome group, 
regardless of race; it was also below recommended 
allowances for adult H)lack womej)j^ older, black men, and 
older white wometi in the income group above the poverty 
level. Iron intake was below recolnmended daily 
allowances for allifemales and for males 1-3 years of age, 

regardless of income (InJCHS, 1977b). ,^ , 

Data from HANES-I provide only general estimates of 
the^utritional status of Hispanics because their relatively 
small number in the survey precludes detailed comparisons 
between them and other groups. The average intake of 
selected nutrients among Hispanics has been analyzed oy 
age and se;Cand..by poverty level (NCHS, unpublished). In 
general, regardless of age or poverty status, the average 
intake of protein, calcium, thiamine, and riboflavin an^ong 
the Hispanic population were -well above establis^ied 
standards. Deficiencies were noted- for three nutrients. 
' The reported median vitamin A intake and the mean iron 
intake of teenage and adult Hispanics were below the stan- 
dards. Also, the mean calcium intake for adult females 
approached or fell below the standard. The deficiencies in 
these three nutrients were found regardless of poverty 
level, 

^ Height and weight measurements were also obtained as a 
part of HANES-I. Differences in mean, height were 
minimal between whites and blacks for either males or 
females. The data also suggest little consistent difference in 
mean weight between white males and black males for dify 
ferent age group^. However, * black women had higher 
mean weights than wjiite women, with differences as great 
as 20 pounds for groups in the range 35-64 y^rs of age 
(NCHS, 1976). In Edition, more Black than white Women 
\vere found to be obese (based on triceps skinfold 
measurements) regardless^of poverty status. No significarit^ 
differences in obesity, were found between black males and 
^vhite males, ft ^ 

Visual acM/Vy.f-- Vision tpst# were administered to the 
examinees in hXNES-I. Even with usual correction, 
blacks 4-74 years ipf age had poorer visual acuity than 
whites. Irhe greate^ racial differences in visual ac^uity were 
found between the youngest^ and oldest age groups. 
Examinations were also conducted to determine the refrac::; 



The term "poverty statics" as used in analysis of HANES-I data is 
' « based on th^ poverty level index adopted by the Federal Interagency 
* " Council in 1969. The index reflects the different consumption re^ 
y^uirements of familief based on their size, composition, sex, age of the 
family head, and farm-nonfarm residence (NCHS, 1977b)> The HANES 
"poverty status'^ variable should nol be confused with the HIS "poor- 
nonpoor—'variablei which is based entirely on fanriily income. 



^ tion potential, that is; visual acuity with the best possible 
correction* Those tests showed evidence of less refraction 
potential for thtf^black popul^pn than for the white 
populaition* Refraction potlenliP increased with annual 
family income, but this association was stronger for \yhites • 
than for blacks (NCHS, 1977c; NCHS, 1978b). ; 

Dental Aea/r/i:— Detailed dental* examinations >yere 
given during HANlES-I to determine general dental health 
(NCHS, 1979a). The following comparisons are only be- 
tween the white and the bl^ck populations. White adut^ 
18-74 y^ears of age in all age groups had consistently more 
decayed, missing, and filled (DMF).t$eth than black adults 
in comparable age groups. However, there wjere no impor-* 
tant difference by race in the number of fillings needed. A 
Periodontafjlfidex (based on the presence of gingivitis and 
y periodontal disease) was also determined for each 
V e^caminee. Blacks had considerably more periodontal 
disease than v^ites, regardless of age. Blacks at all ages 
also scored significantly poorer in overall oral hygiene. 

Related health chttrgcteristi(^ 

Cigarette smoking.— Cxg^xtnt smoking has been 
est#)lished as ''being hazardous to your health.' '-Smoking 
patterns differ markedly between blacks and whites. (Data 
will soon be available on other minority' groups.) Black 
^^ales were more lillely to be cigarette smokers than white 
males (46 percent versus 38 percent), but there were no dif* 
fereifces between black and white females (about 31 per- 
cent) (table 26, Part B). A greater proportion of white than 
of black smokers had quit smoking, although the proppr- 
tipn of fomner smokers has increased among both races 
since 1965./ . 

On the other hand, blacks who smoked cigarettes^ended 
to smoke less than whites. For example, about two-thirds 
of the black female smokers smoked less than IS cigarettes 
I per day, compared with only a third of tl)e white female 
cigareue smokers. The comparable figures for black and 
white male cigarette smoke^fr^re about one-half and one- 
fifth, respectively. Less tUan 15 pefcent of the black male 
smokers smoked 25 or more cigarettes per day, compared 
Avith aboult 40 percent of the white male smokers. 

General psychological v^e//-/>e/>ig. -^Findings from 
HANES-I indicate that self-representation ,o^ general 
psychological well-being differs between males and 
females and between blacks and whites (NCHS, 1977d; 
Dupuy, 1978). White males reported the highest level of 
well-being, with 70 percent having ''prositive** well-being. 
Black, males aod white females reported about the same 
y level, with 54 percent and 58 percent, respectively, having 
^'positiyeV* scores. Black female^ Reported not only ,thp 
lowest level of positive well-b^ing, with 37 percent having 
positive scores, but more than half reported moderate to 
severe levels of distress. Almost a third of the black" 
females showed a level of distress comparable to that 
reported by three-fourths of ^ independent sample ol 
mental healttLfiatients. These findings >yould suggest that 
more than half of the black female adult population of the 
United States lives in a condition of psychological distress 
rather than psychological well-being. 



llse of medical services 

• This section on medical services will present data on the 
/pattferns of use of services among minority groups but will 

not address the more complicated issue of the relationship 
between the use of medical services and the need for 
medical care. Since data presented in this report indicate 
deficiencies in the health status of minprity groups, these 
should be considered when interpreting the data on iht use 
of health services. ^ 

Physician vw75.— During 1976-77, approximately 75 
percent of the population had seen a physician within a 
year. There was little variation by age, race or ethnicity, or ^ 
f^ily income, ranging only from about 67 percent for 
i low-i^^ome.black children under 17 years of age to ^bout 
\^85 percent for nonpoor elderly Hispanics (table 2). As 
^ould be expected, variation was much less when smaller, 
more homogeneous income and age categories were com- 
pared. For example, among children undef 6 years of age, 
the range in the percent with a physician visit within a year 
between four income groups and the three racial or ethnic 
groups was about 10 percentage points (83-93 percent)^ 

Black children reported the fewest number of doctor' 
visits per person per year, regardless of family income 
(table 2). Nonpoor children made more visits than poor, 
regardless of race or ethnicity, although the difference was 
not large. Young and niiddle-aged poor adults reported 
more visits than the nonpoor, regardless of race or 
ethnicity. Young and middle-aged blacks also reported 
- slightly higher levels of physician utilization than whites in 
Ihe same age groups, regardless of family income. 

Place of visit.— AiS part of HIS, information was also 
collecle4. on the place of the physician visit, that is, 
doctor'^ office, hospital outpatient clinic or emergency 
room, other places, or telephone caft. Although not shown 
in the detailed tables to this chapter, the data indicate that 
minority populations- used hospital outpatient and 
emergency roonte-much more frequently than the white 
populatiorr. For example, about 1 in 4 visits by blacks were 
made to outpatient or emergency room« facilities, while 
only about 1 in 8 of the visits by whites bccurred at these 
places. Hispanics used outpatient and emei|^ency room 
facilities almost as frequently as blacks. Within all these 
major racial and ethnic groups, the poor used these facil- 
^ities more often than the nonpoor. 
* Source o/ care.— According to the 1974 HIS, minority 
''p'^blations were less likely to have a regular source of 
medical care than the white population, but the difference 
was not large (81 percent for whites versus 75 percent for 

* all others). However, ahiong persons who had regular 
sources of medical care, minority groups were more than 5 
times as likely as the white population to use hospital out- 
patient clinics or emergency rooms for the usual source of 
^are(NCHS, 1978c). 

Dentist visits.— Tht largest differences, both by race or 
ethnicity and by income, wer^e in the area of dental care.^ 
(table 2). The poor consistently received less dental care 
than the nojjipoor, as measured by the proportion with one ^ 
dental visit or more within a year and by the number of 



visits per person per year. Blacks and Hispanics received 
^considerably less dental care than whites. Whije more than 
half (53 percent) of whites reported one visit or more in a 
year, only one-third of the blacks and one-third of the \ 
Hispanics reported a visit. This pattern was foundrfor both 
the poor and the nonpoor, although th^ nonpoor within 
each racial or ethnic group received more dental care. One 
explanation for the poor-nonpoOr differential is that few 
Federal programs provide dental care. Although many dif- 
ferences between the poor and the nonpoor iri the use of 
physician and hospital service* that existed prior to the 
_Med[care and Medicaid pro'grams have dis a ppeared or 
have been reversed, the income dif ferentials for dentaLcare 
have remained (Wilson and White, 1977). 

Hospital utilization,— Thw are^o clear patterns of 
hospital utilization betweien the et^hnic and incomejroups 
(table 2). Black children were the least likely to be' 
hospitalized, but the number of hospital days per person 
per year for black children was about the same as for all 
children, indicating somewhat longer lengths of stay for 
this group. With the exception of the elderly, the poor were 
hospitalized more frequently th^ the nonpoor. 

Preventive health services.— The use of preventive 
health services by minority groups compared with that by 
the white population presents an interesting pattern. In 
1973, there was almost no difference in the proportions of 
whites and all other races who had the following medical 
procedures within the past year: electrocardiograms, 
. glaucoma tests, general eye examination, breast exam or 
pap smear for women, or routine general physical for 
children (NCHS, 1977e). However, minorities were less 
likely than whites to have ever had such procedures. If they 
had ever had the procedures, minorities were more likely' 
than whites to have had them in the past year. 
Availability and flfcCfty^.— Availability and access to 
^ medical care are factors viewed as potential determinants 
of health status. Minority groups are often assumed to 
have less access to or availability of medical care, but ihfi 
data do not clearly indicate a pattern of differentials in the 
actual use of physician services. For example, black 
children showed less use than white children, but black 
young and middle-aged adults showed the same or more 
use as Avhites. , 

. The 1974 HIS contained several questions on access to 
physician care (NCHS, 1978c). Whites virtually did not 
differ from blacks and other races in the proportion who 
reported having problems getting medical care in the past 
year, aboyt 10 percent fxjr both groups. Only 3J percent 
of the minorities group cited * 'cost "as a problem, and 
only 2.1 percent cited *iack of transportation" as a prob- 
lem in getting medical care. These problems were 
reported more frequently by minorities than by whites. 
When asked if they were getting as much medical care as 
they needed, 5 percent /of whites reported they were not, 
while 1 1 percent of the blacks and other races reported 
they Were not. Cost and transportation were again the 
reasons for not gfetting enough care that minoritic| 
reported more frequently than the white population. 



. Health insurance coverage.— Health insurance coverage 
is not a direct indicator of health status, but-* it often 
indicates acqessibility to health services and, therefore, can 
be a factchr influencing Health status. Respondents in the 
^Health Interview Survey are asked about their? health ^ 
insurance coverage under both private plans and public 
pfans such as Medicare, Medicaid, and the military^health 
care system. Estimates of coverage under Medicaid are not 
complete because eligibility is deterrflined by a number of 
factors that differ from State to State. 

In geiferal, a lower proportion of the black* populatioa 
than of the white population Ijad insurai[ice coverage (83.5 
perc ent versu s 90.8 p ercent) (table 1). wjien comparisons 



Table D« Crude and age-adjusted death rates,^ according 
- to race: United States^, 1970 . 



Crude Age-acOusted 
death rate death rate^ 



are.made within /The poor aod the nonpoor groups, much 
of the racial differential in the proportion covered by^ some 
form of health insurance disappears. The lowest levels of 
insurance coverage were among, the Hispanic population, 
particularly among the poor Hispanics. Coverage for the 
Asian population was similar to.that for the white popula- 
tion. Insurance coverage for dei)tal care has been increas- 
ing rapidly. Between 1974 and 1976, the increase was 40 
percent. The latest figures based on estimates by the Social 
Security Administrati(j^ indicate that 24 'percent of the 
population under 65 years of age had some form of dental- 



insurance by the end of 1976. Only 3.3 percent of those 65 
years of age and over had dental insurance. No recent 
national survey data are available on dental coverage by 
race or ethnicity. / 

fnformation on insurance can be misleading for several 
reasons. First, methodological studies have shown that a 
number of respondents are not familiar with their 
• insurance coverage status. Second, a number^f pbO(.'or 
near-poor who report themselves as not having coverage 
could well be eligible for Federal programs if the need for 
medical care arose. However, some people may avoid or 
postpone seeking medical care tf thpy are not aware of such 
programs; Finally, these data on insurance coverage dp not 
indicate the adequacy or quality of coverage for those who 
report that they have private insurance. ^ > 



Mortality 



Of the wide rangd of indicators that portray the Nation's 
heahh, mortality statistics represent a critical component. 
With respect to minorities, it is especially important to 
identify the levels, trends, and patterns of deaths that may 
be, considered; excessive, preventable, or suggestive of 
improved public health programs. 

^gth rates race 

T^ble D shows both crude death rates and age-adjusted 
deathirates. The latter includes a correction for differences 
in age distribution between and among the races, dif- 
ferences which can distort ^comparisons of overall 
mortality. The age-adjusted death rates are what mortality 
levels would be if age distributions were identical for each 
racial group* For 1970, they indicate the following ranking 



Number of deaths per 
1,000 resident population * 

All races 9.5 7vl 

QIack ; ;.. 10.(J 10,4 ' * 

White. 9.5 ^.8 

Ampnr^n Indian nr Alaclran TMafivo ^ 7 ^ 

Chinese-American " 4.7 

Japanese-American 4.2 3.3. 

Other races 2.9 3.6 



Eyludcs deaths of nonrcsidcms of (he United States. 

^ Afe idjusted by the direct method, using u the stindirci population the age distribution 
or t^e total population of (he United States as enumerated ^in 1940.ll^djustment is based on 
ag(f groups. 

■ ♦ ■ . 

r 

SOURCE: Division of Vital Statistics.^atlpnal Center for Health Statistics: Elected data. 



from h ighest to lowest mortality rates per 1,000 popula- 



tion: black (10.4), American Indian and Alaskan Native 
(8.2), whit6 (6.8), Chinese-American (4.9), and Japanese- 
American (9.3). The crude death rate of the American 
tbdian or Alaskan Native population is actually lower than 
that of the white population, indicating the importance of 

- age Adjustment (table D). , 

This ranking of age-adjusted rates for 1970 is like^that 
for 1960 (Kitagawa and Hauser, 1973) with one exception, 

iln 1960, Chinese-American death rates were ranked be- 

ftween the Americaiv IncUan or Alaskan Native and the* 
white. Trends in death i|tes between 1950 and 1970 are. 
shown in figure 1. Japanese-Americans have maintained 
the lowest mortality levels throughout the 20-year period. 
(Available d^ta indicate that rough age adjustment affects 
the levels but not jso much the trend pattern of the death 
rates in Tigune 1. Because of lack of cpmparal)le age 
categories, age-adjusted death rates are not used\). . 

Racial differences in socioeconomic status may be 
reflected in the mortality differentials but to what extent is 
unknown because death rates needed to compare racial- 
socioeconomic subpo'pulations are lacking. Indirect 
evidence on the direction of the relationship is provided by 
comparing socioeconomic status with mortality level for a 

^w minorities on which data are available. Table C shows 
tHat indicators like high family income and individual 
educational attainment rank racial and ethnic groups in 
inverse order from the ranking of age-adjusted dc;ath rates 
as shown in table D; that is, Asian minorities h$ve the ■ 
highest levels of income and education and the lowest 
death rates, and blacks have the lowest income and educa- 
tion levels and the highest death rates. (Hispanics are 
excluded from this comparison because pf it\fi unavail- 
ability of. mortality data.) The white population is 
intermediate bn both the socioeconomic indicators and the 
death tatt, Similar flnjdings were reported by Kitagawa and 
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pattern is similar for each racial group. Death \ates are 
high at the youngest ages, decline to a^mininuini in 
childhood, and then increase steadily to a maximumVt tbe 
oldesijges. Males and females have similar age patterns, 
but djeath rates for females are consistently below those for 
males. This sex differential holds for each racial group as 
well. Death rates are remarkably low for Asian females, 
that is, Chinese-Americans and Japanese-Americans. Th^ 
low mortality of the latter group is supported by other 
studies (Gordon, 1967; Kitagawa and Hauser, 1973). 

Compared with the whit> population, Chirtese- 
American and Japanese- American mortality for both sexes 
-is lower at all age s. Th e ir r a ce^m o rt a l i ty r a t i o s a re below- 



1950 1960 
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1950 1960 



1970 



SOURCE: Dtvtston of Vital Sutlitict. National Center for Health Statiitic«: 
Unpublii^eddata. 



Figure 1. Death rates, by sex and race: United States, 
1950, 1960, and ^970 . 

4- 

Hauser (1973) for 1959-61 and by NCHS (1975a) for 
^969-71. The NCHS study was limited to white and ''all 
other' ' comparisons in poverty and nonpoverty areas of 19 
large cities. The evidence suggests that an inverse relation- 
ship between socioeconomic status^-and mortality may 
account for some of the radal differences in mortality. The 
effects of socioeconomic status apply to age-spccifk mor- 
tality, infant mortality, and mortality from specified 
causes of death . These topics are presented in the following 
sections. 

Agesfteciftc differentials.— rates by age, sex, and 
specified race for 1970 are displayed in table 3. The age 
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1.00 (table E). Race-mortality ratios above LOO indicate 
the extent to which the death rates of a minority exceed 
those of the whit^ populatioji. The ratio of 2,00 for the 
black population under 5 years of age, for example, 
indicates that this death rate is twice as large as that forHhe 
white population upder 5 years of age. 

The age pattern of race-mortality ratios differs between 
blacks and American Indians on the one hand and 
Chinese-American and Japanese-American on the other. 
Unlike thos^ of the tjvo Asian minorities, raJios for adult 
blacks and American Indians decrease from 25-34 years of 
age until, /at the oldest' ages, they are below 1.00. 
Discrepancies in age reporting and other statistical errors^ 
account for some but not all of the crossover (NCHS, 
19681 Rpsenwaike, 1979). The pattern appears in other 
sources of data— in death rates based on Social Security 
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^ "-^ Table Mortality ratios, < according to ni<^ and age: 

United States, 19J0 



Race 



Age 



American Chinese 

Black . 



Japanese- 
American American 



Mortality ratio^ 



Air ages, crude 1.06 

All ages, age adjusted ... -1 .54 

Under 5 years'.-. 2.00 

5- 14 years. . 1.42 

15-24 years 1.83 

25-34 years 2.94 

35-44 years 2.72 

45-54 years "^^"^ 

55-64 years....... L6I 

65-74 years 1.3j 

75-84 years 0.98 

85 years and pver 0.67 



0.76 
1.18 

1.67 
1.60 
2.69 
3.48 
2.79 
1.67 
1.00 
0.81 
0.70 
0.56 



0.50* 
. 0.73 

0.45 
0.78 
0.45 
0.43 
0.53 
0.59 
0.76 
•^.93 
0.«0 
0.52 



0,45 
0.49 

0.61 
0.65 
0.59 
0.40 
0.46 
0.46 
0.43 
0.43 
0.56 
0.64 



Excludes qnths or.nonmidents of Ihe United States. 



NOTE: Ritiol are computed by dividing the •ge-specifW deilh rate of a specified racial or 
elhnic group by ll^e death rales of the while population in that age group. 

SOURCE; National Cenier foi^Healih Stalidics: Data compui|l>y the Division of Analysis 
rrotn daU compiled by Ihe Division of*\im\ Statistics. 
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Administration records or exaii|!(ple— and remainslin^ 
plained. 

Age-specific estimates of the bl^k and white popula^ 
tions for intercensal years permit calculation of death rates' 
and examinations of how the ag& p^tt^rns of race- 
mortality differentials may have changed since the last 
decennial census. The ration of black ta white death rates 
by age in table F indicate stability in the^asic age pattern 
of the race differential since 1950.^he noticeable changes 
are some slighVdecreases in the race-mortklity ratios for 
^those under 65 years of ag§. The largest differential 
remains at 25^44 years of age, for wfiich th^ 1977 
rate for tile black population was 2.^ times tK^for the 
white population^Some of this differential mayxne viewed 
as excess mortality that g3uld be prevented. 

' Infant Infants mortality rates have fre^oently 

been used as a comparative health indicator of different 
populations. It i^an indicator that can b^e modifled over a 
relatively short period through in^terventigns in the heal 
care ' sector as well as by , improvements in 
socroeconomic conditions. Data on infant mortality rates»\ 
that is» deaths occurring under 1 year of age per 1»000 live" 
births, have been available for a nuijiber of years by 
specific racial grpup. Infant mortality is a critical compo- 
nent of total mortality that is often large enough to affect 
life expectancy. (Race differentials Hn life, expectancy are 
examined in a later section of this chapter.) 

Japanese-Americans and Chinese^American^ Jiave the 
lowest infant mortality rates^^^hese rates may be arti- 
ficially low because of lacl/^of comparability in racial 
classification between birth and death .certificates. Com- 
' parability between birth and death certificate reporting of 
race is a problem of unknown magnitude. The race of a 



Table F. Black/white mortality ratios, according to age: 
United StatM, selected years 1950-77. 



Age 



Year 



Under 25 
^ years 



25-44 

> years 



45-64 
years 



65 years 
and over 



Mortality ratio 

1950 1.88 2.82 \ 1.93 0.94 

I960 2.05 2.58 \ ♦1.83 1.00 

1965... 2.13 2.60 \l.81 0.98 

1970^./. 1.93 2.70 \.78 1.02 

\9lV 2.00 2.79 i\73 / 1.01 

1972^.. r...- 1.85 2.74 1.76 J. 02 

1973^ I......... 1.77 2.72 1.76 1.04 

1974^ 1.75 2.71 , \j\ 1.09 

1975^ 1.75 2.53L . 1^9\ 1.03 

1976^ 1.82 2.5^^1.72 \<r 1.02 

1977\ 1.73 2.44 . 1.72 \ 1.03 

" « .' ■ ^ 

^ Exchidcs deaths of nonrcsidenis of ihe Uniied States. \ 

NOTE: R«tip« we computed by dividljff the aie-specific death rate of the biack' population by 
that of ^ white population in the sink ate troup. 

SOURCE: Nttkmal Center for Health StatUiics: Data computed by the Division of Ai^ysis 
from data compiled by the Divbloi) of Vital Statistics. 



newborn child is classified according t9 the race of the 
parents as reported on the birth certificate. The race of a 
deceased infant is that reported on the death certificate^. 
The race of the infant determined for birth statistics pur- 
poses may noLbe the same as that reported for the infant 
on the death certificate. This is especially true when there is 
racially mixed parentage. Althou|h this may explain part 
f the racial differential » other evidence still indicates 
Japanese-American and Chinese-American infant^ 
tality is comparatively low. Table G shows that the^ 
1^7X^infant mortality rates for these groups (6.6 and 5.9, 
stivelv. per 1.000 live births) were half that of t^h e 
white t^opulation (12.3). The black infant mortality rate 
was theWhest, 23.6 per 1^000 l^e births in 1977. The rate 
for American indians was between the white rate and the 
black rate; 

Infant mentality rates have generally been declining; in 
1950, the total infant mortality rate was 29.2 per 1,000 live 
births, compared with 14.j in 1977. While Reclines have 
occurred for allWes, racial groups differ in the amount of 
decline. The mo^t remarkable drop occurred for the 
American Indian population, with a decline from 82.f 
deaths per l,Q0^1iV births in 1950 to 15.6 in 1977. Th/j 
decline among Japanese-Americans and yChihese- 
Americans has been Mmost as great proportl^QgllXi. but 
from much lower starjtmg points*.* . ' 

The comparisons between the ^^hite and black rates pre- 
sent some interesting trends in the decline of infant mor- 
tality rates. In 1950, the black rate was 64 percent higher 
than the white rate (43.9 vVsus 26.8).^ While both rates 
.declined during ^the past two decades, the white rfite 
dropped more. By 1977, the black rate was almost twice 
the white rate (23.6 versus 12.3^, although the black rate 
had declined by almost 50 percent. The gap between white 
and black infant mortality rates h\s actually in<^reased dur- 



ing the past 27 years. 

Declines in infant mortality ha\ 
number of changes in recent years, ^ 



been attributed to a' 
IS follows: 



• More women are receivinjg prenatal care in\ early 
pregnancy. ^ ^ 

• The proportion of high-risk births is decreeing. 

• Advanced techniques are being used in medical science, 
especially in neonatology. 

• The most modern care is becoming available through 
regional perinatal centers. ^ 

• Contraceptive utilization is improving, thereby permit- 
ting women to time and space their pregnancies more ef- 
fectively and reducing the proportion of high risk births as 
a result. <r 

• Legal abortion services are increasing. 

• Programs are liecoming available to improve the nutri- 
tion of pregnant women and infants. 

• Socioeconomic conditions are generally improving. 

The impact of these changes has been greater for whites 
than for minority groups, which also explains the iiuK^m^ 



Ttbk G? Infant, neonatal, and postneonatal mortality rates, according to race: United States, selected years 1950-77, 



Race 



Mortality rate 
and year: 



1950..... 

19^ 




Infant mortality rate 



Neonatal mortality rate 




Black 



American 
Indian 



Chinese- 
American 



Japanese- 
American 



While 



Number of deaths per 1.000 live births 



43.9 
44.3 
32.6 



82.1 
49;3 - 
22.0 
15.6 ■ 



19.3 
14.7 
8.4 



19.1 
15.3 
10.6 
6.6 



26.8 
22.9 
J7.8 ' 
12.3 



ostneonatal mortality rate * 



16.1 



9.9 
7.6 



.10.6 
' 8.3 



11.4 
7.3 



5.4 
4.2 



3.1 
1.7 



8.4 
5.1 



,2.2 
1.5 



Il8 
,8.7 



4.0 
3.6 



' ln\mtmorlilliyrileliIwnU^beror*ithiforinf»ni$und«rl yearofiieper I.OOMive 
i Exdudet dwlhi of nOnre$identt oj^the United Stiiei. • < 

J Nconyiil moniliiy me it ihe nJwnber of deaihs for innms within 2« diys of birth per 1 .000 live births. 
* Pojinduiilil mortilitj, lite is the^^umber of deaths for infants within 28 days to J6S days of birth per 1 .000 live births. 

SOURCE: X)i*i»lon of Vital Statistics\ National Center for Heal\h Statistics: Selected data. 
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ing differential between the black and white infant 
mortality rates Compared with whit^births, a^realef pro- 
portion of the Wack births still bccurs to wom^n4fti%h- 
risk categories based on the age of the mother and the 
number of children born to the mother (NCHS, 1973b). 
From 1964 to 1974, 30 percent of the decline in the death 
rate for white infants resuhed from fewer births to rpothers 
in these high-risk categories ^ but only 1*^: percent Of the 
decline in the death rate for black infants cm be attributed 
to this (Kovar., 1977). "Bjack women also obtain initial 
prenatal care somewhafolater in pregnancy than white 
women (NCHS. 1978d). \ ■ 

-•• ^ \ 

Cause of death: Black and white differentials' 

The presentation of comparative data on causes of deatli 
by specific racial groups is difficult becauic of the relative- 
ly small number of deaths in most categories, the annual 
Vital Statistics oftfte United States. Volume U, tiowever, 
contains data on the numbier of deaths by cause\for the 
racial and ethritc groups shown in table D. Death-rii/es are 
not shbwn in those volume!^ because ad^auate 
denominator data are lacking, althdugh special tables are 
planned showing racC'Specific cause W death rates for the 
3 years surrounding the 1980 census (1979-1981). The 
cause of death comparispns between khe white and black 



\ 



' Cause of death cate|orles,«ndxode numbers are based on tht Eight 
Revision Intemationdl Clas^catOh of DUeas0, Adapted for Use Inth 
United States (ICDA). / , f ■ 

Ig r — — ♦ ' 



"^popuiations reported here are limited to a few selected ; 
cat«5v^h sufficiently larj[e numbers of d^ths. 

Figure 2 depicts the trend in death rates between 1950 
and 1977 for eight causes shown separatelytfor the black 
and white populations. The correspondihg numerical 
values of these rates are shown in table 4, which also in- 
cludes major cardiovasdblar diseases land malignant 
, neoplasms (cancer)— broad categories representing the two 
leadir\g causes of death. 

Major cardiovascular diseases (ICDA Nos. 
3P0W4!8A— This group of circulatory diseases accounted 
for -51 percent of deaths in the total population during 
1977. 'By /face, the corresponding per cents were 52 for the 
white population and ^>2^for the black population. Age- 
adjusted death rates for cardiovascular diseases have 
decreased markedly during the past 27 years, espepially' 
during the most recent years. These declines have occurred 
for both whites a^d blacjcs (table 4). The age^adjusted race 
mortality ratios decfmeMghtly for major cardiovascular 
diseases between i^l50, and 197^--from 1.39 to 1.33 (fSable 
^H).' Race m(irtality ratios for cardiovascular diseases 
\leclined betaiis? of a more rapid decline in the deat]i rate 
f^r blacks compared witji that for white!^ (table 4). The 
trends in age-adjuSted death rates for the two majjor com- 

« Vhe rttlo'of 1.39 for 1950 indicates that, the age-adjusted mortality 
rate iinihe black p<Jpulatlon was 1.39 limes that fpr the wh|t« popUla- 
fion. kilos decreasing toward 1.0 Indicate a convergence bf ftwrtajity 
rates foX the black and white populations, and ratios lncre«iin< nom 1.0 
Indicate^ divergence of rates.,^ . 
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Figure 2. Age-adjusted death rates for selected causes>of death, by race: United States, selected years 1950-77 



ponents of 4hese cardiovascular diseases— diseases of heart 
and cerebrovascular diseased—are shown in figure 2. Fof* 
both of these xoaiponents, the ratio of the age-adjusted 

^ death rate for the black population to the corresponding, 
rate for the white poli)ulation declined slowly between 1950 

\ and '1977— from . 1.27 to 1.24 for diseases of heart and 
from l.SVto 1 .75 for cerebrovascular diseases (table H). 
The pcrsfistently higher mortality rates amortg'the black 
.population for both components of the major car- 
' dipvascalar diseases category can be attributed, in part, to 
the fact that the prevalence of hypertensive disease among 
black adults is nearty twice that among' white adults. (See 

^^WaJlth status indicators/') ( 
. MalignanU neoplasms (ICDA Nos. 140-209).— Unlikt 
the declining rates of cardiovascular diseases; deatlNrate^ 
for malignaht neoplasms have jnpreased. The age-adjusted 



death r^te for malignant neoplasms for all sitjeis combined^ 
rose more rapidly for the black population than for the 
white population between 1950 and ,1977 (table 4). This is 
reflected in an increase in the mortality ratio, which rose 
from 1.04 for 1950 to 1.31 for 1977 (table H). Age- 
adjusted death rates for two major components of tjiiesc 
neoplasms— those of the digestive organs' and. peritoneum 
and tho$e of the respiratory system— show two contesting 
patterns, a decline in the rate for neiop/ifsiris oY ihe 
idigestive system and peritoneum for both vjxw^^ pmiyA^T- 
ly among whites, and a drastic incrjease in r^cpptasmsw the 
respiratory system for both races, particularly^ among 
blacks (table 4 and figure 2). For boj^i^of^these com- 
ponents,^ the ratio of the age-adjusted, aeaith rate for the 
black population to the corresponding rkte for the white 
populatidn increased substanti^ly^betwdsn 1950 and 1977. 
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Table H. Black/white mortality ratios for selected causes of death: United States^ selected years 1950-77' 



; ■ Year 

. Cause of death (ICDA code)' '■ '. ' '. ,. " ' ■ ,.• 

- ■ 1950 . I960 1965 . 1970^ 1977^ 

'• 1 — 5 — ^ -^ ' , : -> ' 

' . ■ - 

, ' ^ Mprtality ratios , 

Major cardiovascultur diseases (390-448) ••••• 1.39 1.35 1.35 1.36 1.33 

Diseases of the hedrt (390-398. 402. 404, 410-429)..... 1.27 1.19 1.20 1.23 1.24 

• Cerebrovascular diseases (430-438) 1.81 1.89 1.96 < 1.85 1.75 

Malignant neoplasm? (140-2i>9) * < 1.04 1.15 1.17 1.23. 1,31. 

' Digestive orgaft and peritoneum (150- 159) 1,05 • 1.20 . 1.28 1.32 . 1-44 

Respiratory system (160-163) 0.80 ,1.06 1.07 1.20 1.32 

Diabetes mellitus (250) ■■■■■■ 1-24 1.72 1.86' 2.05 2.21- 

Accident5<E800-E949)....... 1-28 1.39 1.37 1.46 1.27 

: Suicide (E950-E959) 0.36 ^ 0.42 , 0.47 0.49 . 0.54 

Homicide (E960-E978). 11.73 10.15. 10.03 9.81 6.58 

< - . ' 

I Because of decennial revisions of ijie Internaiionai List of Gquses of Dcaih and changes in rules of cause^f-deaih seleciion. there is lacl^of comparability lo a varying degree for some causes from one 
revision lo^heTtexi. The beginning dates of the rcVisipn are 1949. 1958. and 1968. The causc-of -death titles are based on the Eighth Revision InterrTational Ciassificaiion o/Diseasef, Adapted for Use in the. 

United States ilCDA). ' * . . - , ' 

^ . . , ^ _.. 

^ Excludes deaths of nonresidents of the United States. I 

\ ' • , ^ , ' . 

NgTE: Ratios are computed by dividing the age-adjusted death rate of tht bfaclc.popuiatioa,by theage-adlustcd rate of the whiicpopulaiion for the selected causeof-death category. Age adjustment is 
computed by the direct method^^usjp/ as the standard population the age distribution of the total population of tht United States as enumerated in 1940. Adjustment is based on 1 1 age groups. 

SOURCE: National. Center for Health Siaiisiics: Data computed by'ihe Division of Analysis from data compiled by the Divisipn of Vital Statistics. 



It went froin 1.05 to 1.44 for 'malignant neoplasms of the 
digestive drgans aiid peritoneum and from 0.80 to l,3t-(ov 
malignant neo5|asms-,6f the respiratory system (table H).^ 
Racial difference in cigarette smoking patterns and In- 
creased exposure t(J cBfcinog'fenic hazards* of urbane 
industrial eiwironments as la result of racial differences iit|^ 
migration are being investigated as possible explanations 
of these trends. 

Diabetes mellitus (ICDA No? 250). —Among thfe black 
population, diabetes is a prevalent disease f6r which mor- ' 
talityjias only recently declined following a long-term rise 
itkb\4 4 &id figiire 2). The a^e-adjasted death rate for 
diabetes mellitus for the white population remained 
•relatively stable^during the 1950*s.and 196()*s and then 
declined during the 19:?0*$. The correspond^' rate for the 
t>laii|l population, however, rose steadily durJng the 1950*s 
.andl960*s ai^ then slightly declined only after 1972. The 
ratio of the age-adjustjed death rate for this cause for the 
black population to that for the white population increased 
from r24 foV 1950. to 2.25 for 1973, ilropped to 2.17 for 
1974, and tlien rose again to 2.21 for 1977 (table H). 

Accidents (ICDA Nos. E800-E949). --Tht age-adjusted 
death rate (of kccillents for the black population increased! 
from 70.9 deaths per 100,()()0 population in 1950 to 14^m 
,1970. Sipce then< this rate has been declining. It dropped to 
53.9 deaths per l(to,d6p for 1977, compared with 42.5 for 
whites iu that year . Ihe trend for blacks represents ^ rate 
of dcqlinc that excceds^that for the white population (table . 
4). Diiring the 1970*8,' therefore, the race-mortality ratios^ 
for accidents declined— from A M for 1970 ta 1.27 fpf 
' 1977(tabteH). ' . ^ v ' " - 

14 .: : 



Homicide (ICDA Nos. E960-E978).— The age-adjusted 
death rate for homicide for the black population Increased 
from J0.5 deaths per lOO.OOO for 1950 to 51.5 for 1972. 
Since that year, this rate has declined, reaching 38.8 deaths 
per 100,000 for 1977. The age-adjusted death rate for 
homicidLe for the'whlte population was 2.7 per 100,000 for 
1960. Between 1960 ^4,1975, this rate more than doubled, 
reaching 6.1 per 100,(liGfo for 1975. The rate then dropped 
to 5.9 per 100,000 for 1977 (table 4). The ratio of the age- 
adjusted death rate for homicide for the black population 
to that for the^ white population declined during 
1960-77— from ia.l5 to 6.5S (table H). Thus, the 
homicide death rate for blacks is still more than 6 times 
that for the white population. 

Suicide {ICDA Nos. £PJ0-£959/— Suicide is the only 
one of the eight causes for which the white population has 
higher death rates than the black population, but this race 
differential has been decreasing since 1950^. Between 1950 
and 1977, the age-adjulted suicide rate for the black 
populatioivincreased from 4.2 per 100,00()to 7.3, while the 
rate for the white population only increased from 11.6 to 
i3.6 (table 4): The larg^/ rate of increase for blacks is 
reflected in a rise in tfeei race mortality ratio for suicide 
from 6.36,in 1950 to 0.i^4 In 1977 (table H). ^ 

^Xlfe expectancy . 

A life tfij^^ translates race differentials in annual death 
rates int^Hitriplications for comparative survival and length 
of life. The average duration of life is measured by the 
expectation of life at birth. For specific races other than 
white, official life tables are available only for the black 



iwpulation for 1969-71 (the 3-ycar period that included the 
last 4ecennial census). For that period, life expectancy at v. 
birth for the black population was 64 J years, or 7.5 years 
less than the Jl .6 years for tb«white population. The racial 
difference was slightly largey for males than fdt feniiales. 
For black males, the exp(jctfflion of life at birth (60 years) 
was 7.9 below that for white males; for black females, the 
expectation of life at birth (68.3 years) was 7.2 years below 
that for white fem^es (NCHS, 1975b). 

Table 9 in Part B of this report shows trends of life 
expectancy at birth and at 65 years of age by color and sex 
for selected years from 1900 to 1977. All sex-color groups 
show gains in life expectancy. In general, these gains were 
smallest for white males and largest for all females other 
than white. 

Another approach to comparative longevity is to 
measure the percent of persons of a birth cohort surviving 
to a Specified age, Trends in the jiercent suryiving to 20, 
45, and 65 years of age are shown in table J. Based on 1977 
mortality, the difference between wWtes and all others is 



within 2 percentajge points at 20 years of age, but it 
increases with age. For example, the percent surviving to 
65 years of age, is 70.7 for white males but only 55.8 for all 
other males. This represents very little change since 
1919-21 in the difference by color, although the percent 
surviving has increased substantially during the 57-year\ 
period for both color groups. ; 



American Indians and Alaskan Natives 

American Indians and Alaskan Natives have a unique 
legal-historical relationship with the Federal Government. 
This relationship, unlike that of any other group of 
American citizens, is based on treaties and on laws passed 
by Congress/The Department of Health, Education, and 
Welfare carries out its unique health responsibilities to 
Indians and Alaskan Natives primarily through the Indian 
Health Service (IHS). IHS has the primary responsibility 
for health care of American Indians and Alaskan Natives 



Table J. Percent surviving to 20/45, and 65 years'of age, according m sex and color: United States , 1900-1902 to 1![77 



Year 



Age, ^ex, 
md color 



1900-1902^ 



I9J9'2lf 



9Mr4l J959-M^ . 1969-71^^^ 



* 20 YEARS V - 

Number of survivors per 100 born alive" 

Male 

White 76.4 85.0 92,3 95.9 96.5 97.2 * 

Allother 56.7 79.1 " 86.8 93.1 94.3 96.0 

Fem^e • • 

White ■ 79.0 . 87.3 94.0 97.1 97.6 98.2 

Allother 59.K 80.2 "88.5 94.7 95.9 '97.1 

"45 YEARS 

M^le I 

White ; 61.4 72.7 84.3 90.5 90.7 92.1 

Allother...... 39.2 56.6 67.5 82.1 80.2 85.0 

• Female 

White... 64.7^ 74.9 87.9 94.2' 94.6 95.7 ^ 

Allother. ...V. 42.3 56.2 71.1 86.8 88.6 . 92.1 

^. 65 YEARS 
Male ' 

White-...., 39.2 50.7 58.3 65.8 ' 66.3 ..- 70.7. 

Allother. 19.0 34.0 35.9 51.4 49.6 55.8 

Female • - . / 

White 43.8 54.3 68.7 80.7 81.6 83.8 

Allother........ 4........'... 22.0 , 31.0 40.7 60.8 66.1 72?7''»"' 

. { I ' > ■ ^ — 

f . ' Dtu are for groups of rcgbiiVlon Siiies ar follows: 1900-1902. 10 Stales and ihc Disirici of Colpmbia; 1919-21. U Stales and ihe District of Columbia. Figures for "all other, male" and ''all 
I other, female" Include onljjj^ black population. However, In ndcase did Ihe black population comprise less than 95 percent of the corresponding "all other'; population. 
' 2 Altfkrand Hawaii included beginning In 1959. * . j # 

^Excludetdeathsof nonresidents of the United States. ^ ' ^ ^v v ^-*!* " 

SOURCES: National Center for Health Statistics: mi Smtics c/ the United States. i97^, Vol. 11. Part A. DHEW Pub, No: (PHS) 79.1114. Public Health Service, w/iington U.S. Governm^M 
Priniini Office, W9; Final Mortality Siatlstics. 1977. Mi^fttMy Vita! Statistics Report, Vol, 28. No. I. supplement. DHpW Pub. No. (PHS) 79.1m.20. Public Health Service. Hyattsville, Md. May 11, .1979. 
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who live on or near Federal reservations, in traditionally 
Indian country in Olclahoma and Alaska, a!hd in other 
placed such as certain urban areas. 

The IHS mission is to assure that a comprehensive 
health service delivery system is accessible and avail^le to 
Indians and Alaskan Natives and to provide them with 
opportunities for niaximum involvement in defining and 
meeting' their own health needs. The data presented in this 
section have been derived From reports of the Indian 
Health Service, and they are applicable only to those per- 
sons served by IHS (Indian Health Service, 1979). (Vital 
event data are furnishe^ annually to IHS by NCHS.) 

A number of<^health improvements have been realized by 
American Indians and Alaskan Natives since 1955. 
Treniendous strides have also been made in correcting 
environmental deficiences and providing water and sewage 
disposal facilities for thousands of families. The healtli* 
status of American Indians and Alaskan Natives, however, 
still lags 15-20 years behind that of the general population. 
To help rectify this situation, the Indian Health Service is 
working with American Indians and Alaskan Natives to 
provide more preventive medicine and expanded curative 
services. 

The^beneficial effect of improved facilities and services 
is H^nt in the reduction of various diseases. Tremendous 
headway has been made in maternal and child health since 
1955. An American Indian child born in 1970 had a life 
expectancy of 65.1 years, an increase of 5.1 years from 
1950. The life expectancy of a white child, however, was 69 
years in 1950 and 71.^6 years in 1970. Infant mortality for 
American Indians and Alaskan Natives has? been reduced 
by 74 percentfand maternal mortality has been reduced by 
91 percent. In 1955, their infant mortality rate wds 2.4 
times more than the total U.S. rate, but in recent years it 
has been 1.2 times the U.S. rate. Neonatal (under 28 days) 
and postneonatat (28 days through 11 months) rates have 
declined 63 and 82 per9ent, respectively, since 1955. These 
significant decreases primarily result from increased 
emphasis on and availability of materhal and child health 
services to American Indians in the home, community, and 
irifs health facilities, coupled with improvements in tlje/ 
home environment, such as a safe water supply, proper 
sewage disposal, and other related factors. The T-year 
average maternal mortality rate was 2.2 limes the total 
U;S. rate two decades ago (1958), but by 1975 and 1976 it 
was actually lower than the U.S. rate*. 

Tuberculosis was once the great scourge of American 
Indians and Alaskan . Natives. This disease, which 
ac^^ounted for 55 deaths per 100,000 population in 1955, 
now accounts ^or 6.1 deaths per 100,000 population, a 
reduction of approximately 89 percent. The rate of new 
cases of tuberculosis for thii^ group was 8 per 1 ,00(J in 1955; 
the rate is now less than 1 per l,d0O. During the sai|ie 
period, the death rates dropped 65 percent for influeriza 
and pneumonia, 72 percent for certain diseases of early 
infancy, and $9 percent for gastroenteritis. 

The age-adjusted death rate for accidents continues to 
be considerably higher for the group of American Indfans 
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and Alaskan Natives than for the total U.S. population 
(155 5 per 100,000 versus 44.7 in 1977). The accident death 
rates for American Indians 25^54 yeiirs of age were almost 
5 times that for the total U.S. population of comparative 
ages. The homicide and suicide death rates were also 
higher; the age-adjusted homicide rate.\vas 2.6 times more 
than the total provisional rate in 1977; and the suicide rate 
was 2.2, times as high. The suicide rates were higher only 
for those American Indians and Alaskan Natives under 45 
years of age, with the greatest differentials occurring in the 
group 15-24 years of age. 

One of the most serious health problems fadng 
American In^ian^ and Alaskan Natives is alcoholism. Dur- 
ing the past decade, their alcoholism death rates were from 
4.3 to 5.6 times as high as the rates for the tbtal 
population. ' . 

Several specific illnesses have been identified by IHS as 
special health problems for Indians and Al£^kan Natives. 
One is otitis, media or inflammation of the middle ear, 
which primarily affects young children and can result in 
serious hearing disabilities. The rate of new cases reported 
for this condition increased markedly during the 1960's but 
recently declined somewhat. In 1962, when the disease was 
first reported, the rate was 3,802 per 100,000 population. 
It continued to increase to a high of 12,290 per 100,000 in 
1972. Since then, the rate has been declining. It was about 
9,658 per 100,000 in 1978. A number of factors con- 
tributed to the increase and decrease in these rates. First, 
otitislmedif was out of control and rampant. This then 
sparked a concentrated effort on the part of IHS to report, 
treat, control, and diminish the frequency of this disease. 
Health care was made more accessible and available 
through a variety of means; through health education, 
American Indians and Alaskan Natives were made aware 
'Cff th^ need to seek health care for ear conditions. 

Data on the use of health care resources by American 
Indians and Alaskan Natives relate to the lu^nber of 
admissions, visits, and services at IHS a^p^contract 
facilities. They indicate a marked increase in use of IHS 
facilities between 1955 and 1978.: For^ example, hospital 
admissions were 2.2 times higher in 1978 than in 1955, 
visits to outpatient facilities increased more than seven- 
fold, and dental services increased more than sixfold. 

Increased utilization can be attributed to a number of 
factors. Health services have been improved. Modern 
health practices are more accepted by American Indians 
and Alaskan Natives, in sharp contrast to two decades ago 
when there was widespread^ reluctanfie to use limited IHS 
services. Since that time, the staff h|s expanded from a 
smali core to a multidisciplined team of health profes- 
sionals. Twenty-five hospitals were or will be constructed 
as new or replacement faci^lities by 1980. Many new health 
centers have been built in more convenient locations, and 
many small health stations' were replaced by larger centers. 

In Uie near future, it will be possible to make estimates 
of certain^ health characteristics of the American Indian 
population by combining Several years of data from the 
Health Interview Survey. (Although American Indians and 



Alaskan Natives wefe ifJentified in the 1976 and 1977 HiS, ; 
ref)orting problems preclude the use of these data in this 
report. The first available estimates for this minority group 
will be based on 1978^1979 data.) In addition, the l^SO" 
census will coiUain a special series of questions, including 
health-related items, for American Indians and Alaslcan 
\ Natives. .| \ ^ 



Summary 



Thjs chapter has presented available national data on the 
iiealth status of selected racial and ethnic minorities. 
Findings are based on mortality data from the national 
vital registration system and on health status and health 
care data from the Health and Nutrition Examination 
Survey (HANES-I) and the Health Interview Survey (HIS). 
HIS data for 1976-77 represent a new source of minority 
health information, much of which is presented here for 
the first time. Most estimates for American Indians and 
Alaskan Natives are based on data provided by the Indian 
Health Service. , 

Compared with whites, mortality is much higher for 
blacks and American Indians, especially for those in the 
younger and middle years of life. Violent causes of death 
(accidents and homicide) are especially high for blacks and 
American Indians. Infant mortality is significantly higher 
for these minority populations than for the white popula- 
tion. Evidence suggests that differing income distributions 
may account for part of the race differentials in mortality 
and infant mortality, differentials that persist despite . 
significant declines in mortality during the past 25 years. 
However, for A^ian Americans mortality is below the 
national average. Of all minority groups for which data are 
availablp, Japanese-American females have the lowest 
death rate. 

A cpnsiderably larger proportion of the black popula- 
tion than the white perceive their own health to be "fair" " 
or **poor.V Minority children clearly use fewer health serv- 
ices than do white children, but there is^no clear^ pattern^ 
of differences among adults. t)ne of the most striking dif- 
ferences between minority populations and the white 
population is in dental care, >vith the minorities receiving 
considerably less dental care, both among the poor aqfi the 
nonpoor. In addition, while the gaps that existed between 
the poor and the nonpoor in physician and hospital care 
have generally been qlosed over the past decade, they still 
remain for dental care. 

CoYnpared with the white m^ajority, minorities are less 
likely to have a Hgular source^of medical care, and those 
who do have a jegular source more frequently use hospital 
outpatien^ clinics and emercency rooms. The same propor- 
tions of Ine majority and minorities report problems it\ get- 
ting medical care, although a larger proportion of the 
minorities report not getting as much medicaf care as they 
need. , ■ 

In general, these data on the health status of minority 
l>opulations indicate considerable differences in mortality 



"and jnerbidjty when compared to the white population. 
Differences in other health status indicators and in utiliza^' 
• tion of health services are not always as obvious. Some of 
these differences can be attriljuted to socioeconomic fac- 
tors, and many of the others may result from learned pat- 
terns of seeking health care. 

Much of the data presented are from surveys. Although 
the samples were relatively large, such surveys dp not iden- 
tify specific small areas where health status and use of. 
medical care are far beloAy national averages or standards, 
nor can they always identify small subgroups of minority 
populations with a particular health problem. However, 
r additional analyses of available data and combining 
several years of current and future data will greatly add to 
an understanding of the h^lth status of minority groups. 



Technical note 



Sources of data 



Primary sources of information for this chapter are the , 
various data bases of the National Center for Health 
Statistics (NCHS), including the vital statistics data on 
mortality and natality, information collected in the Health 
Interview Survey (HIS), and information gathered in the 
Health and Nutrition Examirtetion Survey (HANES). 
Most of the information is derived from existing or 
forthcoming Ce»ter publications (NCHS, 1979b). HIS 
data are collected from a probability sample of about 
40,(X)0 households each year, through interviews con- 
ducted for NCHS by the U.S.' Bureau of the Census. Infor- 
mation is obtained on a wide range of health 
characteristics, including incidence of acute illness, 
prevalence of selected chronic illnesses, associated 
disability, use of medical services, and other health-related 
topics (NCHS, 1978e; NCHS, 1978f). *HANES data are 
based on a national probability sample of about 20,0()0' 
people who were exaYnined in a highly controlled clinical 
setting. Information was obtained on selected conditions, v 
both known and previously undiagnosed, as well^as on a 
variety of physical, physiological, and psychological 
measures (NCHS, 1973a), Both of tfiese surveys were 
designed to represent the civilian noninstitutionalized 
population of the United States. A more detailed descrip- 
tion of these two surveys can be found in Appendix I of 
this report. 



^t'hnlc 



Definition and classification 

of race and^ethnicity^ 

*? 

Comparative analysis of health data for minority or ethnic 
groups is complicated by the diversity of d e finitions of - 
these groups, both conceptual and operational. In tho^ast, 
the population-based surveys of NCHS— for example, the 
Health Interview Survey and the Health Examination 
Survey— as well as many of the surveys conducted by the 
Bureau of the Census relied an interviewer observation to 
determine race» Frequently, all mejiibers of the household 
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were assigned the same racial categjy as the respondent. 
Respondents were assigned to I of afecial groups, while, 
blagk, or other. However, most of th^ublished data from 
the Center were restricted • to two categories, either 
••white" andfall other" or ''white" dnd ''black'' (with 
the '•all otherf' included in the total). The "other races" 
category is frequently too, small to analyze as ii separate 
group, arid it includes groups of people with widely differ- 
iiig health characteristics, resulting in an analytic variable 
of only minimal value. Racial arid ethnic data from surveys 
of records— such as the /^Hospital Discharge Survey, 
National Ambulatory Mescal Care Survey, and to some 
extent even vital records— are based on the observation of 
the pirson wffo completed the rec)Drds. 

In an effort to provide for a standard classification for 
recordkeeping, collection, and presentation of data on race 
and ethnicity, the Office of Management afnd Budget 
issued a directive requiring the use of five standard 
categories: American Indian or AUiskan Native. Asian or 
Pacific Islander, black (not of Hi^anic origin). Hispanic, 
and white (not of Hispanic origin). Questions pertaining to 
these recommended categories were subsequently added to 
most Federal surveys, including those of NCHS. These 
questions permit respondents to classify themseleves into 1 
"^~the 5 racial and ethnic grqups. although some studies f 
continue to use Spanish surnames as an indicator of the 
Hispanic population. 

While standard analytic categories were prescribed by 
the Office of Management and Budget and later . by the 
Office of Federal Statistical Policies and Standards, the 
(T, questions used in the various surveys are not yet 
standardized. This anomaly results in some degree of non- 
comparability between data from surveys, at least in terms 
of the estimated number of people in each ethnic group. 
On the other hand, some differences in ethnic classifica- 
tion between different surveys may lK)t substantially atfect" 
the description of the overall health characteristics of the 
minority groups. A more serious impact of the use of the 
classification of respondents of their race or ethnicity by 
self-identification is the possible changes over time in a 
person's identity with an ethnic group. For example, 
people who now identify themselves as Hispanic may not 
identify themselves as such in the future. This will severely 
hamper long-term trend analysis, both cross-sectional and 
cohort analysis, of the health characteristics^f certain 
minprity groups. ^ 

The questions used to collect information on Hispanic 
origin frequently include the identification of subgroups of 
the Hispanic minority, that is. Cuban. Chicago. Mexican- 
American, -and Puerto Rican. However, the relatively 
small size of these subgroups precludes detailed analysis of 
their health characteristics. Such analysis will be possible 
in the^ near future when data from several years of the 
Health Interview Survey are aggregated so that there are 
enough sample cases to analyze specific subgroups of the 
Hispanic population. However, this type t)f ^ analysis 
precludes measurement of short-term changes in health 
characteristic. Eventually, the same type^'of analysis will 



be possible for the Asian or Pacific Islander andjAmerican 
Indian, or Alaskan Native subgroups. 

Since 1900. information ffbout, the ''color or race" of 
the decedent has been requested c^n death certificates. For 
the most part, national statistics have been tabulated by 
color (white and all other). The nu^lber of tabulations by 
specifiec} race is limited, but Negro (black) has been 
included in a table published annually since 1950. wHich 
shows data by age. sex, and detailed causes of death. 
Population data available from Ihe last decennial census 
permit calculation^of dealh rates for specific races^for 1970 
but not for more recent years. 

The problems of different racial and ethnic definitions 
are compounded when it is necessary to combine data from 
two different sources. This is the case with mortality 
statistics becayse the numerators for a death rate are 
derived from one data base (vital statistics) and the 
denominator is derived from another data base (popula- 
tion census or survey). Vital event data are collected 
annually, while annual population data by age and Sex for 
denominators are available from the Bureau of the Census 
only for white, black, all other races./and the Hispsyiic 
population. Population data on other racial and ethnic 
groups are available only for years in which the decennial 
census is conducted. The proposed mid-decade census will 
htlp solve this problem as will improved methods of pro- 
jecting population changes between enumeration periods. 

Even when such data are available, there are problems 
of comparability between race and ethnicity reporting^on 
. census data and on vital records. In the casje of infant mor- 
tality rates, comparability between death and birth cer- 
tificate definitions of race creat'fes an additional problem. 
On the birth certificate, fhe combination of parents' races 
determines race, while on the death certificate race is solely 
determined by that*of the decedent. 
"OccaisiDnally. it is possible to correct for some of the 



errors arising from the foregoing problems in death rates 
by race. Matching the death records with the census 
record, for example, enabled Kitagawa and Hauser (1973) 
to correct death rates for race misclassification. Correc- 
tions did not change the relative standing of mortality of 
the racial groups, but they did tend to enlarge the dif- 
ference from white mortality for 1960. in the absence of 
matched vital and census records, no sound basis exists for 
^he correction of death rates by race, therefore, observed 
ra(es presented here may contain a large error component. 
' If these errors are in the direction of those reported by 
Kitagawa and Hauser. the death rates reported here may 
be assumed td understate true r^ce differentials in 
mortality. 

Death rates for the Hispanic and American Indian 
populations ' present special problems. Historically, no** 
method for identifyirtg^rsonsof Hispanic origin from the 
death certificate has existed. In response to the growing 
interest in and need for mortalit^T^tata on the Hispanic 
popuIat^^n. some States* ftave added an item to their death 
certificates to identify such persons. Data on the number 
of deaths for 1978 will be published for some 18 reporting 



ERLC 



18. 



32 



States, accounting for approximately 60 percent of the> 
Hispanic popylation in the U.S. Whether it will be possible 
to publish mortality rates for thp Hispanic popuifttion will 
depend on the evaluation of the adequacy of intercensal^ 
estimates of the Hispanic populations for thoj^e Statesr 

Vital event data are furnished annually to the* Indian 
Health Service (IHS) by NCHS under a contract arrange- ' 
ment. Indian Health Service mortality estimates pertain to 
residents of 25 States in which IHS has responsibilitieis. 
The IHS has deyeloped a methodology for making popula- 
'tion estimates and projections for American Indians and 
Alaska^ Natives. U.S. Bureau of the Census 1970 popula- 
tion counts are updated each year, using American Indian 
/. and i^paskah Native natural increases (births rtiinus deaths) 
by county and total migration data for the county to derive 
current and projected national and State population 
estimates. 

Additional data sources 

In recent years, NCHS has collected a wide range of data 
relating to minority health status, some of which have been 
presented in this chapter. However, NCHS cannot com-. 
^ pletely utilize tHese data because of present resource liniita- 
tions and priorities. Other researchers may obtain these 
data through the public*use data tape program (NCHS, 
1978g). For example, since 1969, the public-use mortality 
t9pes have contained the following racial identifications: 
white, black, American Indian, Chinese, Japanese, 
Filipino, Hawaiian, other Asian or ^^cific Islander, and 
other races. While these racial categories are identified, 
comparative analysis is restriQted by the relatively small 
cell sizes and the lack of adequate denominator po]pulatian 
data, as described abbve. As more detailed questions on 
ethnic identity are added to the NCHS population-based 
surveys, the data will also be added to the public-use tapes. 
The 1976 HIS public-use tapes contained ethnic data for"^ 
the first time. 

The 1980 decennial census will contain detailed ques- 
tions on race and ethnic origin, and this will permit the - 
calculation o|^ new detailed vital rates. In addition, the % 
decennial census contains several questions on disability 
status for adults, ^nd this also should prove to be a 
valuable source of information. It carl be expected that the 
race and%thnicity questions on the decennial census will 
result in a better understanding of how to ask such ques- 
tions and will lead to more standardized race and ethnicity 
questions in other surveys. 
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fflbte 1* ScfecM healttf^chttracteristics, according to income, age, and race or ethnicity: tJnited States, 

, liverage annual 1976-77 

^ (Data are based on household interviews of a. sample of the civiliarfHoninstitutionalized population) 



Income, age, 
and race or 
ethnicity 



Population 

in , 
thousands 



• ALL INCOMES^ 

^ All ages 

Total — . ^ 211,«*00 

Black- r 23,066 

Hispanic ^ 11,913 

White 160^129 

Under 17 years,^^ 

Total 60 , 399 

Biack 

Hispanic ^.S^if 

White--— — • • ^>2,7'^0 

17-^^ years 

Total — 85,662 

Black 9,373 

Hispanic —r '^i^^^ 

White 1 6«^,281 

years 

Tot^ <>3,306 

Black — 3,893 

Hispanic ' -1 , 397 

White 3<>,999 

65 years and over 

Total 22r,033 

Black. -"V- . 1,807 

Hispanic — — 505 

White. • 18,109 

.See footnotes at end of table* 



Persons with— 



Self-assessed 
health status 
as fair or poor 



Limitation 
of 

activity 



Some form 
of health 
insurance^ 



JRestricted- 
activity 
days2 . 



Bed 
days 3 



12.3 
19.1 
12.8 
11.0' 



It 

7.5 
6.0 
3.3 



8.l> 
16.1 
12.1 

6.6 



22.1 
38. 
28.3 
19.3 



30.6 

36.5 
28.3 



Percent of population 




13.9 
14.6 
9.1 
14.0 



3.5 
3.5 
3.0 
3.6 



8.5 
9.7 
7 A 
8.2 



23.7 
31.0 
22.3 
22.6 



5i».3 
W.2 
42.6 



88.6 
83.5 
75.7 
50.8 



87.9 
83.3 
76.4 
90.8 



85.8 
81.2 
72.4 
88.1 



90.2 
83.8 
77.3 
92.0 



^7.9 
95.5 
95.7 
98.4 



Number per person 
per year 



18.0 
20.7 
16.7 
17.6 



11.1 
8.5 
12.5 
11.3 



14.2 
18.6 
14.7 
13.4 



24.9 
37.3 
27.7 
23.0 



38.2 
49.5 
42.2 
36.3 



.'7.0 
8.9 
7.8 
6.6 



5.2 
4.4 
6.8 
5.1 



5.5 
8.3 
6.9 
4.9 



8.6 
14.5 
10.4 
. 7.6 



14.8 
19.4 
19.2 
14.0 
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Table 1. Selected health chamcteristicst according^to incom^age, and race or etlhnlcity^f United States, 

average annual 1976-77— Continued 

(Data are based on household interviews of a sample of the civilian npninstitutionalized population) 



Income, ^e, 

and ra^e-or.^ 
ethni6ity 



Persons with— 



Population 
in 

thousands 



Self-assessed 
health status 
as fair or poor 



Limitation 
of 
activity 



Some form 
of health 
insurance^ 



Restricted- 
activity 
days2 



Bed 

days3 



LESS THAN $10,000. 

All' sn^^ 

All ages 


♦ 




P^rppnt t\i nnniilAtinn 




Number per person 
per year 


j^^gj ^2 


68,268 


20. 


21.8 


80.3 


25.6 


-J.O.O 




11,961 


23.5 


19.2 


79.3 


25.1 


i 10.5 


Hispanic — *^ r 


3,68t 


17.2 


12.0 


66.2 


21.3 


9.9 


White ~ — — 


. <»<»., 555 . ""^ 


19.5 


23.8 


82.9 


26.2 


9.8 


Under 17 years 
















17,8*8 




It. 3 


76.8 


11.9 


5.9 




t,363 




It. I 


78.2 


8.7 


4.6 




2,278 


8.2 


3.6 


65.9 


l<t.O 


7.6 


whSr— — — 


9,t58 


5.6 


lt.6 -i 

-4'; • 


79.3 


12.8 


6.1 


\ 17-44 years 




0 


/ ■ 










2<t,769 


13.8 


12.0 


73.1 


18.8 


7.3 




t,386 


20.6 


13.2 


75.<t 


22.4 


10.0 


Hispanic — 


2,307 


16.5 


9.5 


61.7 


18.2 


8.0 


White 


15,693 


10.9 


11.9 


7t.7 


17.5 


6tit 



43-64 years ^ 

Total ^ ^ 12,013 

Black l;873 

Hispanic ^ — 746 

White -7 8,418 

$5 years and over 

Total 13,637 

Black — . 1>336 

Hispanic . 330 

White 10,986 

See footnotes at end of table. 



\ 



38rr 

<t7«6 
'38.1 
35. t 



3t.l 
46.6 
35.4 
31.6 



38.8 
40.9 
31.2 
38.3 



47.8 
57.6 
42.3 
46.0 



80.4 
79.5 
65.3 
82.2 



98.6 
96.1 
96.8 
99.0 



41.2 
49.6 
43.0 
38.4 



42.3 
53.5 
42.1 
40.7 



15.0 
IS.4 

5TC.2 
14| 



151.7 
20.3 
22.0 
14.8. 



3.6' 



fabjic 1.' Selected health chaiycteristics, according to income, age, and race or ethnicity: United ^tates, 

average ailinuai 1976-77— Continued ^ 

(Data are based on household interviews of sample of the civilian nonlnstitutionalized population) 



Incoftie, age, 
and race or 
ethnicity 



Population 
in 

^thousands 



Persons with— 



Self-assessed - Limlta'tion Some forrn 
health status of of health 

as fair or poor activity insurancel 



Restricted- 

acjtivity 
days^ 



Bed 

days3 



$10,000 OR MORE 

All ages 

Total ^ 

Black 

Hispanic 

White — ~ 

. I Under 17 years 

Total 

Black 

Hispanic — - 

White 

Vl-kk years 

Total — ^ ^ « 

Black ^ 

Hispanic ~ — 

05-6* years 

Black-™- 

Hispanic -^ — — ■ — , 

63 years' and over 

Total — 

Black — -~ 

Hispanic 



Percent of population 



Number per person 
per year 



124,002 
8,363 
3,122 

102,809 



37,302 
2,737 
2,103 

30,125 



50,815 
3,979 
2,242 

00,827 



26,508 
1,030 
. 675 

23,103 



5,296 
212 
101 

0,710 



7.0 
11.9 
8.0 
6.9 



3.0 
5.2 
3.8 
2.6 



5.7 
10.3 
7.6 
5.0 



10.2 
25.9 
17.6 
13.2 



22.2 
36.3 
00.6 
21.0 



9.3 94.3 

8.1 92.9 

5.8 '88.0 

9.6 95.0 



3.3 90.5 

2.9 • 93.5 

2.0 88.7 

3.0 95.2 



6.9 93,2 

6.2 92.0 

5.1 86.6 

7.0 93.7 



17.2 96.0 

18.3 93.0 
12.7 90.1 
17.3 96.6 



37.5 97.2 

02.9 95.1 

05.5 90.7 

37.0 97.6 



13.7 
10.7 
11.9 
13.7 



10.8 
8.8 
10.0 
10.9 



12.2 
15.1 
11.7 
11.9 



18.0 
22.0 
13.1 
17.9 



28.1 
29.5 
37.0 
27.1 



5.2 
6.6 
5.5 
5.1 



0.8 
0.7 
5.6 
0.8 



0.6 
6.5 I 
5.3 



5.7 
10.0 
5.5 
5.0 



12.0 
11.6 
5.9 
12.2 



^Includes private health insurance, Medicate,^Medicaid, and other Federal programs. Based on 1976 data only. 
^Includes bed days, work-loss days, school-loss days, and other restricted-activity days. 
^Bed days are a subgroup of restricted-activity days.' 

^Includes those f<Jr whom income was unknown. ' • e 

NOTEt Total includes all other races not shown separately. The categories white, black, and Hispanic are mutually -exclusi^ve. 
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey. 
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Table 2. Physician and dentist visits and hospital days and episodes, according to income, age, and race or ethnicity: 
\ United States, average annual 1976-77 . / 

(Data are baied on household interviews of a sample of the civilian noninstitution^ized population) 



v 


^ > 


• 

Physician visits 


\ ^ Dentist visits 


—■ ^ 1 

Hospital episodes 


Income, age, 
and race or ethnicity 

- • N ■ 


Population 

in 

thousands 


Number 
per person 
per year 


Percent of 
persons with 1 
visit or more 
in year prior 
to interview 


Number 
per person 
per year 


Percent of ,. 
persons with 1 
vi5ii or iiiurc 

in year prior 
to interview 


Number ol . 

Have n^r 

person ');>er year 


Percent .of 
persons with 1 ' 

AnisoH^ or mor^ 

in year prior 
to interview 


ALL INCOMES^ 
















All ages. 




' ■• 












Total — jgr 

Hispanic ~— - — 


■ - ^U^,<»00 
23,066 
11,913 ^ 
160,129 


<f.6 
4.2 
.5.0 


73.3 - 
7'f.3 
' 69. 
76.1 


1.6 
0.9 
1.2 
1.8 


'»9.2 
.34.1 
34.1 
53.2 " 


l.l ' 
^1.3 V 
0.9 
» l.l 


10.5 
10.-3. 
9.0. 
10.6 



Under 17 years 

Total — 

Black y- 

Hispanic ■ — — +— 

White — — i— 

17-'»'» years 

Total 

Black 

Hispanic — 

White 

• \ '»5-6'» years 

To\al 
Blctck 
Hispanic ^ 

White — -\ — 



60,399 
7,992 
'»,85<» 

'»2,7'»0 



'»3,306 
3,893 
1 ,597 

3'»,999 




5.6 
5.8 , 
5.7 \ 
5.5 



7'*. 5 
,69.1 
67.9 
76.5 



75.0 
76.6 
68.9 
75.6 



7'*. 8 
77.'* 
71.8 



1.5 
0.7 
1.1 
1.7 



1.7 
1.1 
1.3 
1.8 



1 

1.8 
1.9 



50.6 
35:6 
33. 1 
55.9 



•53.9 
38.'* 
34.5 
58.3 



'»7,6 
51.2 



0.4 
0.5 
0.6 
0.3 



0.9 
1.3 
0.9 
0.8 



1.6 
2.'* 
1.5 
J. 5 



5.3 
4.5 
5.1 
5.4 



1.4 
13.6 
12.2 
10.9 



12.3 
12.1 
12.0 
12.2 



65 years and over 

Total — 
Black ~— 
Hispanic — • 
White — ^.-V- — - 



22,033 
^ 1,807 
505 
18,109 



6.7 
/6.9 
5.5 
6.8 



79.8 
79.0 
79.8 
79,9 



1.3 
0.6 
0.7 
1.4 



30.6 
17.1 
21.0 
32.9 



3.1 
3.2 
2.7 
3.2 



18.2 
15.4 
15.6 
18.5 



table 1 Physiciflk^and deiftist Visits and hospital days and episodes^ according to income, age, and race or ethnicity: 
>• . United States, average annual 1976-77— Continued * . a 

- . ' ■■ ■ ■ . 

<^ • (Dai^ are based on household interviews of a sample of the civilian noninstitutionalized population) 



Income, age, 
and race or ethnicity 



Population 
in 

thousands \- 



Physician visits 



Dentist visits 



Hospital episode^ 



Number 
per* person 
. per year 



Percent of 
persons with 1 
visit or more 

in year prior 
'to interview 



Number 
per person 
per year 



r 

Percent of 
persons with 1 
0 visit or more 
in year prior 
to inter vie 



- — ■ — ' v. • 

LESS THAN $10,000- . 
A 




"4 Number of 
days per 
person per year 



Percent o^ 
. persons. with 1 
episode or^more 
in year prior 
to interview 




^ All ages 



Total* 
Black — — - 
HispaniC/-s — 
White ~- 



Under l^^yfiiffs 



Total — - 
Black— ^-~rr 
Hisp^c 
White'— r 



17-W years 



A, 268 . 
5,681 ' . ^ 



17, m 

It, 363 
?,'>58 , 

.'4' ^ 



5.it 
5.0 
It. 5 
5.6 



3.7 
2.7 
3.8 
It. I 



Total 
Black 



^is|anic -—5 — • — - 

" White- — • 

<>5-6'> yeVs 



2'>,769' 
'>,386 
2^307, 

15, -69^ 



Total -4— — 
Black -i — — ,-— 
Hisptanic -— — — — — 
White ' 



65 years a^ over 



Total -i.™— — 
Blafck^-^-— 
Ufj^^ic — ^- 
Whife — 



See (ootnot^s at end of table* 

40 V / 



015 
1,S75 
7it6- 
8,418 



13,637 ^ 
1,336: 
350 " 
10,986. • 
J- S 



5.2 ^ 
,.5.9 
it.it 

5.1 5 



6.5 
6.it 
6.6' 
6.it 



6.8 
7.2 
,5.9 
6.8 



1 



75.2 
7'>.0 
69.2 
76.'* 



71.3 
67.2 
68.2 
73.9 



75.9 
77.7 
68.1 
77.0 



7'>.3 
7M 
■71.8 
73.9 



• ♦ 

79.6 

80.3 

78. 

79.6 



1.2 

0.8' 

0.9 

1.3. > 



0.9 . 
0.7 
0.8 
1.1 • 



1.0 
1.2 
1.5 



1.3 
1.1 
*0.7 



1.0 
0.6 
*0.6 
14 



36.6 
31. 
28.0 
39.3 



37.1 
33.5 
26. <> 
<>1.1 



itit.7 
36.2 
3^.2 
>9.5 



31.8 
25. 
2it.3 
}it.(> 



25.2 
16.8 
19.0 
26.9^ 



J. '6 
1-5 
1.1 
1.6 



0.5 
0.5 
0.^ 
0.5 



1.1 
1.5 
1.1 
1.0 



2.2 
2i9 
1.9 
2.1 



3.2 
3.2 
2. '6 
3.2 



12.9 
11.3 
10.8 
1>.5 



6.1 

5.8 
6.6 



13.6 
li.it 
\it.3 
12.8 



15.0 
10.2 
. 13.18 
V 15.1 



15.3 
lit.d 
19; 1 



Table 2. Physician and dentist visits and hospital days and episodes, according to income, age, and race or ethnicity: 

United States, average awiaal 1976-77— Continued 

■ (Data are basest. on household inter views of a sample of the civilian noninstitutionalizfed population) 



Income^ age, 
9 and race or ^tNiicity 



Population 
in 

' thousands 



Physician visits 



Number 
per person 
per year 



Percent of 
persons with 1 
visit or more 
in year prior 
to interview 



Dentist visits 



Number 
/per person 
per year 



Percent of 
persons with 1 
visit or more 
in year prior 
to interview 



Hospital episodes 



Number of 
days per 
person per. year 



Percent of 
persons with 1 
episode or more 
in year prior« 
to interview 



ERIC 



$10,000 OR MORE ' ^ • 

All ages ^ ■ . . 

Total -4— 12*^,002 , 76.2 1.9 56.8 

Black 8,363 / 76.9 . : 1.0 '^O.O 

Hispanic ^ 5,122 '^.O 70.8 / 1.6 '^l.^ 

^hite-™- 102,809^ • '^.8 76.6 2.0 59.5 

« * " ^ . ■ . » ■ ' ^ 

Under 17 years 

* * ' 

Total — '- ^ ' 37, 3« ' it. 3 ' 76.6 ' 1.8 57 .tt 

Blaek — — ■ 2,737 3.2 73.8 0-8 39.9 

Hispanic 2,105 » 3.6 69.0 1.5 '>0.6 

White—-— .3ff,'i2"5 5.0 77.6 - I-' ^O'^ 

i7^^^ years - » * 

Total 5'*, 815 «>.5 75.5 1.8 5^.5 

Black 3,979 . ^.6 \ 78.1 •1.3 '>3.0 

Hispanic 2,2'>2 t.l 71.5 1.5 'H.'h 

White- '>'>,827 '>.5 75.8 1.9 61.3 

<>5-6'> years « 

Total — — - 26,5^*8 5.3 75.8 2.0 55.1 

Black . l,^^ . '>h9 7.9.1 1.0 • 3'*. 6 

Hispanic — ^ - 675 . VO 71.7 2.1 ' '>0.2 

White — 23,^3 . ^"^ . ^^'^ '^'^ ' ^^".^ 

65 years and over ' .. y-^yx. 

•■ ■•• ■■*/ ■ * . . * \S 

Total- . 5,296 6.8 81.8 / . 1.9 0 itt.O 

Black 212 8.0 . . 79.2 / *0.7 21.8 

Hispanic— lOL ♦S.l . .85.1 ' ♦l.O *26.'> 

White— — . l(,7lll 6.9 81.8 2.0 06,0 

^ — — ^ ^ 

includes those for whom income was Unknown. * 

TJOTE: Total includes 4II other races not shown separately. The categories white, black, and Hispanic are mutually exclusive, 

S6URCE: Division ol Health Inter vievy Statistics, National Center for Health Statistic^! Data from the Hek^th Interview Survey. 



0.8 
1.1 
0.8 
0.80 



0.3 
0.3 
0.6 
0.3 



0.8 
1.1 
0.7 
0.7 



1.3 
1.7 
0.9 
1,3 



3y2 
3 
6 
3.1 



9.0 
9.0 
8.0 
9.0 



5.0 
0.2 
0.3 
5.1 



10.6 
12.3 
10.0 
10.3 



11.3 
10.0 
10.1 
11.3 



17.9 
18.9 
♦18.8 
18.0 



I*- 



43 



Tibk 3. Death Tales,' according to race, age, and sex: Mnii^ States, 1970 

« (Data are based on thie national vitaKregistratlon system) 



Age and sex 



AU 
races2 



Black 



lace 



Americlln 
Indian 



Chinese^ 
American 



Japanese- 
American 



White 



. Both sexes 
AU ages — — — ^ 

Under 5 years — 

5-1^^ years ™— — 

15-2^^ years — -™ 

25-3^^ years : 

35-'^'^ years 

*5-54 years — 

55-64 years -r-— 

65t74 years — 1- 

years - 

&5 years and over r 

^ Male 

All ages — 

^ndcr 5 years — 

5-14 years v 

15-24 years ^ 

25-34 years : 

35-44 years — r ' 

45-54 years -^-^ 

55-64 years — ; - 

65-74 years ' 

75-84 years — r — — 

85'years and over ^ — 

Female ^ 

All ages — r — — 

tinder 5 years'—*— — 

5-14 years — — 

15-24 years 

25-34 years — 

35-44 years — — 

45-54 ypars — — 

55-64 years — ^ 

65-74 years — 

75^84 years — 

85 years and over — 



Number of deaths per 100,000 resident pop^iatioA 



9*5.3 


999.^ 


715.9 


*70.5 


*23.6 


9*6 .# 


50?. 6 


880.1 


736.5 


196.5 


266.* 


4**0.3 


HI. 3 


55.5 


62.5 


30.6 


25.5 


19^1 


127.7 


212.* 


311.2 


52.6 


68.7 


.- 115.$ 


157.* 


381.2 


*52.2 


56.0 


51.5 


129.9 


31*. 5 


72*. 9 


7*5.0 


1*1.3 


123.5 


267.0 


730.0 


1,383.8 


1,110.* 


390.3 


302.8 


666,2 


1,658.8 


2,570.6 


1,573.9 


1,200.7 


673.1 


1,577.1 


3,582.7, 


*,719.* 


2,8*1.0 


3, 25*. 6 


1,508.9 


3,*90.1 


8,00**.* ' 


7,860.7 


5,666.2 : 


6, 3%. 6 


*,*66.8 


8,0*3.3 


16.3**. 9 


11,300.5 


9,367.6, 


^8,756.9 


W,786.9 


16,889.7 


1,090.3 


,^1,186.6 


872.* 


661.1 


. 5*0.* 


1,086.7 



56*. 2 
50.5 
188.5 
215.3 
*02.6' 
958.5 
2,282.7 
*,873.8 
10,010.2 
1^821.5 



807.8 

*38.5 
31.8 
68.1 
101.6 
231.1 
517.2 
1,098.9 
2,579.7 
6,677.6 
15,518.0 



982.2 
67.1 
320.6 
559.5 
956.6 
1,777.5 
3,256.9. 
5,803.2 
9,*5*.9-s 
12,222.3 ' 



829.2 

777.5 
*3.8 
111.9 
231.0 
533.0' 
1,0*3.9 
1,986.2 
3,860.9 
6,691.5 
10,7()6.6 



782.0 
73.0 
*57.7 
583.6 
9*0.6 
1,*52.6 
2,000.9 
3,75i.6 
6, 58*. 8 
10,*5$.7 



565.3 

690.8 
51.9 
169.5 
326.3 
56*. 3 
.79*. 6 
1,189.3 
2,012.9 
*,893.7 
8,523.5 



231".* 
• *7.3 
65.8 
60.8 
177^ 
*85.6 
1,63*. 5 
*,273.* 
8,51*.* 

ro,383.b 



259.6 

159.6 
13. i 
38.8 
51.1 
101.6 
269.8 
6*7. & 
1,815.2 
3,511.2 
6,*03.9 



323.6 
30.3 
93.5 
58.3 
126.9 
335.8 
927.9 
2,003.9 
6,2*9.0 
13,182.6 



32*. 7 

206.8 
20.9 
**.9 
*6.1 
121.7 
272.6 
*18.3 
1,136.6 
3,215.* 
8,211.0 



*96.8 
*8.0 
170.8 
176.6 
3*3.5 
882.9 
2,202.6 
*, 810.1 
10,098.8 
8,551.7 



812.6 

'381.1 
29.9 
61.6 
8*.l 
193.3 
*62.9" 
1,01*. 9 
2,*70.7 
6,698.7 
15,980.2 



^Excludes deaths of nonresidents of the United States. 

ice^hot 



^Includes other specified race?»K>t shown separately. - 
SOURGEj Cilvlsion of Vital Statistics, National Center for Health Statistiics: Unpublished data. 
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Table 4, AsC'>dJust<^d death rates for selected causes of death, according to race: United States, 

selected years 1950-77 

(Data are based on the national vital registration system) 



Cause of death OCDA code)^ and race 



1950 



Year 



1960 



1965 



19702 



19772 



Major cardiovascular diseases (390-<><>8) 



^ All riftces^- 

. Black — 

White ~— — - 



Diseases of heart (390-398,<>0<>,<>10v429) 



AH races3- 

^Black . 

White — - — - 



Cerebrovasdular diseases (<>3d-<>38) 



• All races3— - 

Black 

White ■ ----- 



Malignant neoplasms (l<>0-209) 



All raoes3- 

Black r — 

White — - 



W5.0 
572.6 
'H1.7 



308.5 
381.8 
301.7 



.88.£ 
151.0 
83.2 



125.3 
f29'.l 
12'>.7 



Deaths'per 100,000 resident |5bpUlation 



393.5 
5i6.5 
38 1.^ 



286.2 
33'>.5 
281.5 



79.7 
1<>0.2 
7'>.2 



125.8 
1W.3 
12'>.2 



37'>.2 
367. & 



273.9 
323.0 
269.3 



72.7 
131.8 
67.2 * 



127.0 
11^6.9 
125.3 



3'>0.1 
'♦50.O 
330.3 



253.6 
307.6 
2'>9.r 



I 

66.3 
11'>.5 
61.8 



129.9 
156.7 
li7.8 



27'>.2 
355.3 
267.4 



210.4 
•256.9 
206.8 



48.2 
79.5 
45'. 3 



133.0. 

xo.i. 

130.0 



Malignant neoplasms of digestive 
organs and peritoneum (150-159) 



All races3 

Black --— 

White — 



47.7 
49.6 
' 47.3 



41.1 
48.3 
40.3 



38.3 ■> 

1^7.7 

37.3 



35.2 
45.3 
34.2 



33.4 
46.1 
32.1 



Malignant neoplasms of 
respiratory system\(160-163). 



^11 races^ 

Black 

White — 



Diabetes mellitus (250) 



All races^-i- 

Black * — — 

White 



Accidents .(E800-E949) 



. All races3— — -\- 

Black — , U 

White \. 



Suicide (E950-E959) 



AH races^r 

Black 

White — 



12.8 
10.4 
• 13.0 



14.3 
17.2 
13.9 



57.5 
70.9 
55.6 



11.0 
4.2 

llU 



19.2 
20.3 
19.1 



13.6 
22.0 
12.8 



49.9 
66.4 
47.6 



10.6 
4.7 
11.1 



23.0 

24.5. 

22.8 



13.4 
23.2 
12.5 



53.3 
69.8 
51.0 



.11.4 
5.6 
. 11*79 



28.4 
33.5 
28.0 



14.1 
26.5 
12.9 



53.7 
74.4 
51.0 



11.8 
6.1 
12.4 . 



34.3 
- 44.1 
33*5 



10.4 
20.8 
9.4 



43.8 
53.9 
42.5 



12,9 
7.3 

13.6. 



See fooJtnotes at end of table. 



Tabte 4« Age-ftdJusM death rates for selected causes of death, according to race: United States, 
I selected years 1950-77— Continued 



(Data are based on the national vital registration systef 



Year 



Cause of death (ICDA code), and race 



1950 



1960 



1965 



1970^ 



19772 





Homicidp (E960-E978) 




Deaths per 100,000 resident population 


1 t 
1. 






5A 
30.5 
2.4 


' 5.2 6.2 9.'l 
27.* 32^1 *6.1 
2.7 3.2 4.7 


; 9.6 
38.8 
5.9 



^Because of decennial revisions of the International List of Causes of Death and changes in rules of cause-of-death selection, there is 
lack of comparability to a varying degree for some causes from one revision to the next. The beginning dates of thtf revision are 19W, 
1958, and 1968. The cause-of-death titles are based on the Eighth Revision International Classification of Diseases> Adapted for Use 
in the United States (IGD A) . ' , \* 

2EKcludes deaths of nonresidents of the United States. : ' 

3lncludes all other races not sh9wn separately. | — 

NOTE: Age adjustment is computed by the direct method, using as the stajidard population the age distribution of the total populatjion 
of the United States as enumerated in 19(^0. Age adjustment is based on 10* age groups, except that the black rates werie b^ised on 9 
age groups, * 



SOURCE: Division of Vital Statistics, National Center for Healtli' Statistics: Unpublished data 
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CHAPTER II 



Diet, Nutrition, Disease, and the Dietary Goals 

■ l/ 'r- ■ V- 




Introduction 



Diet and its relationship to health have long concerned 
Americans. Until almost the middle of this centaury, the 
/major concern has been undernutrition » which causes 
diseases related to a lack of one or more of the essential 
elements found in food. In recent years, the focus includes 
not only conditions related to iiiadequate consumption of 
one or more essential nutrients/ ^ut sdso diseases that may 
be precipitated by pverconsumption of food a^d consti- 
tuents wkhin food. This prob^m was brought to the atten- 
tion of Oie general public bV the release of the Dietary 
Goals for the United States bV the U.S. Senate Select Com- 
mittee on Nutrition and Human Needs jchaired by Senator 
George McGovcrn (democrat-South Dakota) and was 
discussed in Healthy People, The ISurgeon General's 
Report on Health Promotim and Disease Prevention (Of- 
fice of the Assistant Secretary for Health \and the Surgeon 
Genetal, 1979). This chap:cr discusses the relationships 
between and among diet, mitritiort, and health in the con- 
text of the Dietary Goals, tlie role of diet in the etiology of 
selected diseases, and recent data on ihe^dietary intake and 
nutritional status of the U.S. ^pulation. The Dietary 
Goals are used hedb merely as a vehicle for discussion. 

The rirst editiott^of Dietary Goals was published by the 
U.S. Senate Select Committee ori Nutrition and Human 
Needs in February 1977 . and a second edition was released 
in December of that same year (U.S. Senate Select Com- 
mittee, 1977a and b). The purpose, as stated in both 
editions by Senator McGovern, was **to point out that the 
eating patter^is of this century represent as critical a public 
heahh concern as amy now before us.'* 

The first edition of the Goals, prepared byvthe Select 
^ommittec^s staff, was based on the following: selected 
Committee hearings on the relationship of diet to disease; 
the 1974 national ni^ritipn ^-policy hearings; guidelines 
' established by governmental and professional bodiesin the 



• Prepared under the supervis 
Jivision of Health Examination 
Statistics, with special ^assistance 



lioii of 



the Nutrition SUtistics Branch, 
Division of Health Examination Statistics, National Center for Health 

: of ^nnie Nl. Dresser. 



United States ^nd at least eight other Nations; a variety of 
Apert opinions {U.S. Senate Select Committee, 1974 and 
1977G). According to testimony, changes Have occurred in 
theydiet of Americans that could cause a wave of malnutri- 
tion\(from both overconsumptioh and underconsumption) 
as damaging to health in the United States as the 
widespread, contagiou s diseas es of the early part of the 
century. Overconsumption of fats, sugar, salt^ and alcohol 
has.be^n related ta6 of the 10 leading caush^ii^^d^th. the 
six ^causes listedAwere heart disease, stroke, cancer, 
diabetesy arteriosJvosis, and cirrhosis of the liver. In 
addition! diet is tnoiq^ht to contribute to the development , 
of conditions, such as hypertension, that affect health. ^ 
Published iniearty 1977, the first set of Dietary Goals 
stimulates extensive discussion and controversy, resulting 
in father hearings and solicitation of views from a wider 
segment of the scientific community and interested 
segments oV the agricultural and food industries (U.S. 
Senate Select Committee, 1977d,e, and f).*A second 
edition of the Dietary Goals' was released in December bf 
1977. In tht^ edition, an added goal stressed the need for 
individuals t^ avoid becoming overweight; for overweight 
individuals, it encouraged decreased caloric intake and 
increased physical activity (U.S. Senate Select Committee, 
1977b). The 'revised goals of the second edition are as 
follows: 



• To avoid overweight, consume only as much energy 
(calories) as is expended; if overweight, decrease energy 
intake and increase energy expenditure. 

« Increase the consumption of complex carbohydrates and 
''naturally occurring** sugars from about 28 percent Qf 
energy intake to aboutUs percent of energy intake. 

• Reduce the consumption of reflned and processed sugars 
by about 45 percent to account tor about 10 perj^ertt of 
total ene|gy intake. 



/ 



< For the purpose of this paper, any subseiquent reference to the Dietary 
Goals will refer to the s^nd edition (U.S. Senate Select Committee, 
1977b). * 



• Reduce overall fat consymption from approximately 40 
percent to about 30 percent bf energy intake. ^' 

Reduce saturated fat consumption to account for about 
10 percent of totjBd energy intake; balance that with polyun- 
saturated and monounsaturated fats, which should 
account for aboQt 10 percent of energy intake each. 

• Reduce cholesterol consunujtion to about 300 milligrams 
a day. 



Diet^ its relationship 
to disease > 



• Limit the intake of sodium by feducing the intake o f salt 
toabout S^ank aday.' • ^ _ 

Along/with/the Dietary Gdals» the Committee made 
recomg^Mfations for selecting foods.. (See ''Recom- 
niepdra changes in U.S. diet.'') Some Senators on the 
.ommittee expressed concerns about the GoalS^and the 
food selection guided In a supplemental foreword to the 
second edition^ these Senators voiced serious reservations 
because of the disagreement among scientists as to recom- 
mended changes^ for example, the recommended level of 
dietary cholesterol. They suggested that the following 
statement be added on the pages of the report that carried 
either the Goals or the food selection list: "The value of 
dietary change remains controversial and science cannot at 
' this time insure that an altered diet will provide improved 
protection from certain killer diseases such as heart disease 
and cancer** (U.S. Senate Select Committee, 1977b). 

The American Society for Clinical Nutrition (ASCN) 
convened a task force to come to a consensus that woiild 
be of ^elp to public officials in formulating national nutri- 
tion policy. The panel convened by ASCN was asked to 
examine all available scientific evidence on six dietary 
issues that are thought to bear heavily on the preval€;nce of 
arteriosclerotic disease, diabetes, hypertension, ^iver 
disease, dental caries, ami obesity. The resulting co^ensH^ 
document was presented in a public symposiutn in May^ 
1929 (American Society for Clinical Nutrition, 1979). 

During the summer of 1979, the first Surgeon General -s 
Report on Health Promotion and Disease Prevention was 
released (Office for the Assistant Secretary for Health and 
the Surgeon General, 1979). In 'the section on improved 
nutrition, it was stated that given what is already known or 
strongly suspected about the relationship between diet and 
disease Americans would probably be healthier as a whole 
if they followed certain dietary guidelines. The guideline in 
the report are compatible with the U.S. pietao^ Goals but 
do not recommend specific levels of cojisumption. 

The Dietary Goals remain controversial, ^nd strong 
arguments exist bDth for and against their adoption. 
However, they serve as a basis for discussion on nutritional^ 
and its relationship to health and disease* Further research 
has been a major recoitimendation^f all those involved in 
the development of the Goals as well as those who believe 
*that the Qoals as currently stated aire not in the best 
interests of the general public. The relationships between ^ 
and among diet, health, and disease are complex. The 
varioujs views of scientists, physicians, and nutritionists 
will b| reviewed ih the following secti^. 
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foods eaten 'by Americans have been implicated as risk 
factors in s^eral diseases that are the leading causes of 
death in the United States. A risk factor is 'a specific 
characteristic of the population that is associated with a 
higher incidence (number) of a specific health problem. 
Examples of common risk factors include obesity, smok- 
ing, excessive use of alcohof, age, sex, herejbity (genetic 
typing), ^nd diet patten. Usually more tlian one risk 
factor is associated with a disease process, sometimes mak- 
ing it difficult tp identify the exact relationship involved. 

The existence of a risl^Jactor does not necessarily mean 
that an individual will develop the condition to which that 
risk factor is related. It only indicates that the individual 
has a greater chance of developing the condition. For 
example, smoking increases the risk of lung cancer, but it 
does not mean than an* individual wilf definitely develop 
lung^ancer. Similarly, stopping smoking diminishes the 
risk of lung cancer, but it does not guarantee that an 
individual will not develop cancer. 

Some scientists believe that the typical American diet, 
eaten over a long period of time, is a major risk factor for 
the development and progression of diseases such as 
coronary heart disease, cancer, and diabetes. However^ 
other scientists do not believe that the link between diet 
and these diseases has been firjnly established. Various 
opinions on these relationships will be reviewed. 



Obesity 

When tbe intake of calories exceeds that which is expended 
for growth, maintenance, and activity, the excess remains 
deposited in the body as fat. Obesity, overweight resulting 
from e?fcess body fat, has been linked as a risk factor in the 
development of hypertension, gallbladder disease, and 
diabetes (Olson, 1979a; Tobiaarl^). Obesity has been 
demonstrated as an inde^ndeni risk factor in the develop- 
ment of coronary heart disease (CHD) in some studies but 
not in others. However, obesity is frequently associated 
with other primary risk factors of CHD, such asvelevated 
plasma cholesterol, elevated blood pressure, and cigarette 
'smq^ing (Shank, 1979). ^ 

In addition to the increased risk of developing certain 
diseases, there are the social, psychological, and economic 
costs of obesity. Van It^lie (1979) has outlined a number 
-of iiealth disorders %nd other problems believed to be 
caused by obesity. Qbese people appear to be 
discriminated against in both educational and employment 
opportunities, particularly with respect to the opportunity 
for better paying jobs (Crowley, 1976). 

Obesity has been defined in a number of studies in a 
variety of ways. The prevalence of obesity in the United 
States is high, btifvexa^t rates are difficult to ascertain 
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The 1971-74 Heidtii and Nutrition ExjunWtion Survey 
(HANES-1),^ condupd by\he National Center for Health 
. . Statistics (NCHS). defined , as! obese any adult with a 
triceps skinfold nieasurement greater than the 85th 
pcrcepiUIrifieasurenient for people 20-29 years of age of 
'"IKc same sex. According to this measurement, 13 percent 
of all males 20-74 years of age and aUribst 23 percent of all " 
females 20-74 yiars of age were obese. The prevalence of 
obesity increased with age. More black females were obese 
. than white females, Imd the rates for white males and black , 
males were similar (NCHS, 1978). ' . 

While thci-e are objective standards Tor overweight and 
obesity, the way pedple perceive themselves is totally sub- 
jective. In the Health Interview Survey (ly S) conducted by 
j NGHS, people over V] years of age are asked if they con- 
sider themselves to be overweight. During the 1974 survey, 
about 30 percent of all males and 49 percent of all females 
stated that they did. More white women (50 percent) than 
bla^k women (44 percent) considered themselves 
overweight, and,' as income increased, more women 
perceived themselves overweight (NCkS, 1978).. The 
prevalence of obesity as measured by skinfold 
measurements shotved Opposite relationships. 

The importance of maintenance or reduction of weight 
to within recommended guidelines is not controversial. In 
fact, one of the major criticisms of the original list of 
Dietary Goals was the abs^ence of a specific recommenda- 
tion about the need to balance the ^ergy intake with 
energy expenditure (Harper 1978a and b; Leveille, 1978). 
Thelecond edition added a goal specifically dealing with 
_^weight control (U.S. Senate Select Committee, 1977b). In 
the Surgeon GeneraPs report, the importance of weight 
control was stressed. 

On the other hand, methods used to maintain and 
reduce weight are controversial. The factors that allow 
some individuals to easily balance energy intake and 
\ expenditure and to maintain weight within recommended 
Vanges while others are unable to do so are far from being 
understood (Widdd^^son and Dauncey, 1976). 

Obesity has been treated using a variety of techniques, 
but the rate of success is low, particularly when.measured 
over time. The Fogarty International Conference on 
Obesity (Fogarty International Center, 1975) developed a 
list of recommendations regarding various aspects of 
obesity. This list strongly recommended the'prcvention of 
obesity, particularly by encouraging increased physical 
activity. When obesity exists, the list recommended that 4 
physician be consulted bfcfore^any major weight loss be 
undertaken and that diet plans be developed on aiu 
individual basis. Some reservations were expressed about 
the use of fasting, drugs^ and hormones in the treatment 
obesity. Although effective, bypass surgery is potentially 



hazardous. It was recommended only in extreme cases and 
only after other, more conservative techniques had failed* 

Hypertension 

Hypertension, or high blood pressure, is a risk factor for 
CHD as well as an important factor in other life- 
threatening diseases, such as renal (kidney) failure, stroke, 
and congestive heart failure. It is among the most common 
physical abnormalities in adults and possibly in teenagers ^ 
(Shank, 1979). 

Blood pressure measurements for people*6-74 years of 
^age were taken during HANES-I. The prevalence rate of 
hypertension, based on a single elevated blood pressure 
reading^ by a physician, was If percent amongthose 18-74 
years of age. Black aduUs had higher rates than white 
adults. Almost 28 percent of the black males and approx- 
'imately 29 percent of the black females were classified as 
hypertensive. Approximately 19 percent of the white adults 
and 16 percent of black adults were classified as borderline 
hypertensive. The prevalence of hypertension increases 
rapidly with age, particularly for women (NCHS, 1977a). 

ObeSity aggravates hypertension, but the exact relation- 
ship is unknown. As weight increases so do the prevalence 
aSd incidence of hypertension. The greater the weight 
gain, the greater the rise in blood pressure. Data also 
indicate that when people with high blood pressure lose 
weight their blood pressufe generally decreases (NCHS,. 
1977b; Shank; 1979). But, few people placed on weight i 
reduction regimes are successful in adhering to the diets 
ovfer a long period. Therefore, total weight loss is usually 
limited, and lost weight is frequently regained. 

A sodium-restricted diet along with drug therapy is an^ 
accepted treatment to lower blood pressure (Tobian, 
1979). However, whether or not a|hi|^ level of sodium 
consumption is a causal factor in the development of 
hypertension is controversial, based on studies of the salt^ 
intake and prevalence of hypertension among various 
populations. 

Dahl (1972) found a positive correlation between salt 
and hypertension. The highest intakes of saltwere found in 
northern Japan (28 grams per day) where about 38 percent 
of the population is hypertensive. In contrast, Alaskan 
Natives rarely add salt to food (4 grams per day), and they 
rarely have hypertension. r 

Shank (1979) reviewed studies that ranked individuals 
according to reported salt inteike or by the amount of 
sodium excreted in the urine. Findings from these studies 
indicate that elevated blood pressure levels are more 
prevalent among those who have high salt intakes. In addi- 
tft)n, prolonged feeding of 'diets high in salt ^o 
experimental animals does induce hypertension. While 
Shank (1979) states that no direct evidence indicates that 



2 The nutrition component of HANES-1 consisted of a general physical 
* examination in addition to dermatological, ophthalmological, and dental 
examinations; body measurements; biochemical assessments; and dietary 
intake measures/^ , 



3 An clevMcd blood pressure rcadinjg was defined in HANES-1 as a 
systolic measurement greater than 160 or a diastolic measurement greater 
than 95. 

^ Salt as used here refers to sodium chloride, which contains ^400 
milligrams of sodiuqi per gram. 
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moderatj^salt tntake increases blood pressure in humans, 
he. does support the theory proposed by Meneely arid 
Battarb^e (1976). they postulate that the effedls of 
excessive dietary sodium on blood pressure ar6 determined 
by genetic predisposition and enhanced by low levels of 
potassium consumption) which is typical of the current 
American diet pattern v 

Based on evidenceyuch as this, (!)ullen, Paulbitski, and 
Oace (1978)/ Hegs^td (1978), Lathata and Stephenson^ 
(1977), and Tob^an (1979) have argued that it is 
a^ropriate to rej^ommend reduced salt consumption for 
the U.S. populati6n. Not all scientists and clinicians agree 
tbat reducing salt intake isi appropriate or necessary for 
• those who do not have elevated blood pressure (Harper, 
1978a). / 

, Simopoujps (1979) states,. ••Although epidenjiologic 
studies suggest tnat in populations with low intakes the^^ 
prevalence of hypertension and its complications is less,, 
and although it is kno\yn that lowering the salt intake of a 
hypertensive patient usually improves his hypertension, it 
is not known whether a low-salt intake earlier in the life of 
that individibd would have prevented or delayed the onset 
of hypertension .... Data from epidemiologic studies 
indicate there may be racial differences in the ability to 
handle sodium excretion, and recent evidence that blood 
pressure can be raised in some hypertensive individuals by 
incremental increases in dietary sodium to high levels make 
concern about excess sodium intake appropriate. Not- 
withstanding sucli suggestive evidence of a possible 
deleterious effect of excessive sodium intake in some 
hypertensive individuals, we do not yet have adequate data 
tb recommend a speciflc level of sodium intake as a recom- 
mended allowance for the geiteral population.'' 

Recently, Senator McGovern stated* that the S grams of 
salt per day recommended by the Dietary Goals was 
intended to represent salt added to the diet by individuals 
Or processors and did not include salt naturally occurring 
in iood (American Dietetic Association, 1979). This would 
increase the total reconimended salt level from 5 grams to a 
level of 6-8 grams per day. Nevertheless, the controversy 

^ probably will not lessen between those ^ho believe that 
evidence is sufficient to recommend lim^ations of salt 
intake for the general population and those who believe 
that such limitations should be recommended only by ah 
individual's physician. The Surgeon General suggests 
•'that a prudent approach, given present knowledge, ^ 
would be^to limit salt consumption by cooking with only: 
small amounts, refraining from adding salt to food at the 
table, and ^voiding salty prepared foods" (Office of the 

. Assistant Secretary foKHealth and the Surgeon General, 
1979). 

■ , ■ ■ 

Coronary heart disease 

^MUch researcl\ has be^ con4ucted ii) an, attempt to link 
diet with coronary heart disease (CHD). Some scientists 
believe that the evidence of this link is indisputable, while 
others interpret the ^ame evidence djfferendy. CHD is 
characterized by th$ deposit aqd accumulation of lipids, 
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particul^ly cholesterol, in the arteries . Blood circulation is 
thereby impaired, reducing and in some cases completely 
stopping circulation to tissues. If blood flow is reduced, 
cellular ^'unction is reduced. If arteries are completely 
blocked, tissues die. A 'major cause of death related to 
CHD is myocardial infarction (i.e., death of the heart 
muscle caused by interrupted blood supply), commonly 
called a^ heart attack. Even if^not immediately fatal, 
myocardial infarction is a risk factor for death from CHD 
up to 10 years after its occurrence (McGill and Mott, 
1976V t 

Studies linking diet and CHD include observations in 
populations, in small groups, and. in individuals as well as 
animals. The link between diet, particularly fat, and CHD 
has been .described by some scientists in me following way : 
Diets high in saturated ^t and/or cholesterol raise an 
individual's blood Irpd levels (hyperlipidemia), 
particularly the serum cholesterol level (hyper- 
cholesterolemia). Elevated blood lipids induce 
atherosclctrosiSi Individuals with atherosclerosis are highly 
susceptible to CHD. 

Proponents of this lipid hypothesis cite evidence from 
several population studies (Blackburn, 1979; Stamler, 
1979; Hegsted, 1978; Glueck and Connor, 1978). Popula- 
tion studies among large heterogeneous populations reveal 
strong relationships between the incidence of 
atherosclerotic disease, hyperlipjdemia (particularly l^yper- 
' cholesterolemia), and the diet of the population. Popula- 
tion groups at high xisK from CHD have diets higher in 
saturated fats anct chblesterol than populations at tow ri$k. 
Elevated serum'chdlesterol has also been demonstrated as 
a risk factor for CHD. McGill (1979) has documented an 
historical aiccount of experimental studies surroutiding 
dietary chdlwerol and atherosclerosis. Serum cholesterol 
levels are sjmificantly lower in countries where CHD is 
rare than^ countries where CHD is prevalent. Studie$i 
have examined people from a country with low incidence 
of CHD who migrate to a country with high incidence of 
CHD. This migrant population de^/elops a prevalence of 
CHD similar to their adopted country once they accept 
their adbpted country's dietary j>attern. ^ 

Other scientists argue that the epidemiological evidence 
frequently cited does not necessarily demonstrate the 
validity of the lipid hypothesis (Harper, 1978% and b; 
Kritchevsky, 1979; Leveille, 1978; Mann, 1977; Olson, , 
1979a and b). Olson (i979a) and Harper (1978a) state that /i 
atherosclerosis is a disease of unknown etiology. The/ t 
challenge the population studies that are used as the ^is 
for linking fat, cholesterol, and CUT), they point oui^ that 
population studies have not only shown relationships 
between CHD and dietary fat and cholesterol but also 
between CHD and smoking, personality traSts; exercise, 
water hatdness, and family history of heart disease. These 
latter relationships ar&not related to diet. ^ 

In a review of studies on individuals eating controlled 
diets on a metabolic ward, Glueck and Connor (1978) 
found substantial evidence to indicate th^t as the amount 
of dietary cholesterol increases there is a consistent 
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increasHtrthe^oicl of seruiii cholesteraK Olson '(1979a) Goals idb not ad^quatel 
concurs but points out that only 60 percent of free living ^>-vjieeds of sometge and sex 
individuals with similar diets will show such changes in' Harper, 1977). 




account for the special nutrient 
bgroups (Olson^ 1979a and b; 



serum cholesterol. Therefore, it i^ difficult tp predict the 
effect of highly modified diets in a free living population. 

Considerable controversy exists about the relationship 
between saturated and polyunsaturated fats in the diet andj 
serum cholesterol levels in controlled human studies. Most 
reports have demonstrated that serum cholesterol increases 
as levels of saturated fats are increased in diets and 
decreases as Ihe levejs of polyunsaturated fats are 
increasedjpr(ieck and Connor, 1978^^ 1979). ' 

Studies 3f individuals within populations have- not 
sli($wn a relationship between an individual's dietary 
cholesterol intake and their seruiif cholesterol levels 
(Mann, 1977V Nichols et al., 1976a). However, Hegsted 
(1^8) points to a wide variance in the way individuals 
respond to the same diet. In addition, the reliability and 
accuracy of the data based on diet histories or 24-hour 
recalls can be questioned. Food habits vary from day to 
day, and a single^ day 'is intake onay not reflect an 
individual's usual dietary intake. Therefore, Hegsted has 
concluded that c^fack of a relationship between serum 
cholesterol and diet is not an unexpected finding and does 
not negate the finding tifat populations with high levels of 
serum cholesterol tend to consume diets high in cholesterol 
and fat, primarily saturated ^t. ()thers believe that the 
lack of a relationship |ytween an individual's diet and the 
level of seoim cholesterol indicates that the relationship 
between <dfetary intakes and serum cholesterol is not a 
direct cause-effect relationship. 

At present, clinical evidence does i)Ot show that chang- 
ing the serum cholesterol level will affect life expectancy. 
Ahrbns (197^ reviewed 11 clinical intervention trials in 
five countries. In each pf these, either diet or drug therapy 
was instituted with the goal of lowering serum cholesterol. 
While each of the studies did lower serum cholesterol 5i-16 
\ percent, overall mortality was not affected. Some o^f these 
f^tudies involved people with prior heart att|icks, and others 
involved individuals who were free of known heart disease, 
sed on some of the evidence reviewed, a number of 
Ists and clinicians advocate a diet for the U.S. 
poputetion that is lower in fat, particularly saturated fat 
and cholesterol, than the habitual diet. These recommen- 
dations lare like those suggested by the Dietary Goals. 
Others believe that dietary modification may be helpful for 
those in the population who have evidence of the develop- 
ment of CHD or its associated risk factors, but they believe 
that recommendations with regard to the diet of the 
general population are premature. 

Harper (1977, 1978a and b) notes that the changes in diet 
that some believe are producing an epidemic of chronic 
diseases have occurred during the past 50 years^a time 
%hen nutritional del^^ciency diseases hav^been eliminated, 
most infectious diseaises have been controlled, infant and 
child mortality has fallen steadjly, and life expectancy has 
increased by 20 years, in addition, the general recommen- 
dations for the entire pi^ulation cont?uned in the Dietary 
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Currently, the Multiple RiskNFactor Intervention Trial 
(MRFIT) is |)eing Conducted to dkcrmine if interventions 
applied together to reduce multiple^^;isk factors, such as 
hypertension, cholesterol levels, and s>npking, wil^ retard 
the development of heart disease. Whfeq completed in 
1982^ this study should indicate whether br; not a com- 
prehensive program of preventive care is s^a:essful in 
changing habits of individuals and significantly^t^dticing 
the incidence of deaths from heart disease (Glueck,'i^79). 

Dietary fat and cholesterol are not the only dietary c'on- 
stituents implicated in CHD. In a recent review, LittJeV 
McGuire, and-Derksen (1979) state that diets of poptila- 
tions in which 70 percent of the calories is from starch are 
associated with low serum cholesterol level and triglyceride 
levels. Clinical studies indicate that sucrose (table s.ugar) 
and fructose (sugar in fruit) tend to increase the h$id levels 
in blood; while glucose (sugar from starch) and starch do 
not^ Men are more susceptible to this tendency than 
premenopSaisal women; and older people are more suscep- 
tible than younger people. The authors state that further 
testing is necessary /to determine whether substituting 
starch and glucose for sucrose and fructose in the diet of 
the general populatiQn would significantly lowbr serum 
lipids. 

Increased jserum lipid levels and many diseases have been 
associated with lack of dietary fiber. Sources of dietary 
fiber include whole grain cereals and breads, fruits, 
vegetables, legumes, nuts, and seeds. Burkett, Walker, and 
Painter (1974) observed that black Africans who eat jliets 
high in bran or cereal fiber have little or no CHD as well as 
lower incidences of diverticular disease, colon cancer, and 
gallstones. However, Connell (1977^ failed to find a rela- 
tionship between the amount of bran in the diet and serum 
cholesterol levels in a controlled diet study of young males. 
Zilversmit (1979) reviewed studies relating dietary fiber to 
CHD. He was not convinced that the evidence was 
indicative of a beneficial effect from dietary fiber. 

Some scientists believe that evidence from studies should 
be conclusive before recommending massive difetary 
qhange in the United States. Others believe that the 
evidence is adequate to encourage immediate dietary 
changes such as those suggested by the Dietary Goals. The 
Surgeon General*^*. . . suggests that Americans who have 
been consuming high fat diets shoi^ld attempt to reduce 
serum cholesterol by changing eating ^patterns. Moreover, 
these changes should begin at an early age." In fact, many 
scientists hive made some adjustments in their own diets 
because of their concern about the relationship between 
diet and heart c||sease (Norum, 1978). 

Cancer ^ 

Diet has been related to cancer primarily through popula- 
tion studies and animal studies* Based 'on population 
studies, Carroll and Khor (1975) observed a highly signifi- 
cant relationship between breast cancer in females and the 
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consumptibn of dietary fat. The same relationship was 
found between dietary fat and cancer of the colon in bot 
males and flpmales. The mprtality rate from breast cancel 
and cancer of the colon increased as the grams of fat ih ' 
diet increased. 

Gori (1977) ai\d Wynder (1977) reviewed a series of 
studies on cancer in migrant populations. Th^ point outy 
that thejncidence rate and mortality trends of migrants 
generally c[iange from those of their native population to 
those of their host population. For example, Japan has a 
higher rate of stomach cancer and a lower rate of colon 
cancer than the United States has. However, thini- 
generation descendaijts of Japanese immigrants to this 
country have rates of stomach and colon cancer like those 
of the total U.S. population. Wynder'(1977) also notes an 
increase in breast cancer among Japanese womcfi who\ 
emigrate.to Hawaii, which has a diet ()atterti similar to the 
United States. American diets consist of larger amounts of 
dietary fat, cholesterol, and caloric intake, and lower con- 
sumption of vegetables, grains, and dietary fiber compared 
with Japanese diets. In American diets, fat and cholesterol 
are both derived principally from animal sources, that is, 
hgeat and dairy products. It is unlikely th^t the observed 
differences are related to pollution and food contamina- 
tion because general environmental pollution levels and 
food contamination in Japan are similar to those iq the 
United States (Gori, 19^7). 
Studies of animals support the apparent relationship 
tween fat consumption and cancer of the breast and 
Ion (Wynder, 1977). Findings from studies of animals 
along with the epidemiological evidence indicate that 
dietary fat might be a factor in certain cancers. However, 
the relationship remains speculative . at this time 
(Simopoulos, 1979; H^per^ 1978a).' 

Enig, Munn, and Keeney (1978) disagree with the rela- 
tionships proposed between dietary fat and cancer, ^ 
particularly the relationship between the level of dietary fat 
from aninial sources and cancer. They correlated the 
increased per capita consumption of dietary fat to cancer 
mortality and found significant positive relationships with 
total fat and vegetable fat and a negative, or no, correla- 
tion with animal fat. Their research points to the increased 
use of partially hydrogenated va!getable fats in margarines, 
oils, aAd vegetableiShortening^s^a major factor. They 
state their analysis is speculative aitd should be used only 
as a clee^ a possible relationship between diet and cancer^ 
They point out thffi animal fat has decreased since 1969 as 
a Source of dietary fat^and vegetable fat* has increased, f 
They also point to several discrepancies in population 
studies. For exaniple, Greece has less than one«fdurth the 
breast cancer rate of Israel, but it has essentially the same 
total dietary fat intake. People in the Netherlands consume 
approximately 100 grams of animal fat per day, as do 
people In Finland. However, the rates of breast and colon 
cancer' in the Netherlands are almost twice the rates in 
Finland/ In the Netherlands, 65 percent of the total fat 
come$ from animal sources, and animal sources account 
for 88 percent of the total fat ir^Finland. * 



' * Bierrtian (1979) has reviewed several studies pertaining 
to dietary fiber. Lack of dietary fiber has aliio been 
implicated in cancer, particularly cancer of the colon. This 
theory is generally attributed to Burkett, Walker, and 
Painter (1974). Other than the tvideXpe from^ population 
studies that also implicate dietary fat» there is little 
evidence of the link between lack of fiber and cancer of the 
colon. This point was reiterated at the American Cancer 
Society's Science Writers Seminar held in Daytona Beach, 
Fla., on March 26, 1979 (Newell, 1979). 

Many of the possible relationships between diet and 
cancer are controversiS^l. This area of research is relatively 
new. Although adherence to-the Dietary Goals may benefit 
the population by decreasing the risk of cancer, evidence to 
substantiate this is lacking at the present time. 

Diabetes mellitus 

' Diabetes mellitus^ is characterized by hyperglycemia (i.e., . 
an abnormally high level of glucose in the blood) and| 
relative or absolute deficiency of insulin, a hormonCf' 
manufactured by the 'pancreas which controls blood 
glucose levels. The cause cannot be directly ascertained in 
the vast majority of cases of diabetes. Diabetics are 
generally divided into two categories: adult-onset diabetes 
and youth-onset diabetes. 'Adult-onset diabetes is more 
common and usually milder. About three-fourths of the 
adult-onset diabetics are obese. Obesity is rarely seen in 
youth-onset diabetes, which is typically more severe and 
more difficult to ^trol (Van Itallie, 1979). 

In a review of studies of the relationship between nutri- 
tion and diabetes, West (1976) states that the degree and 
duration of adiposity (excess fat tissue) are factors most 
strongly and consistently associated with the prevalence of 
adult-onset diabetes. Some^ population studies have 
indicated that the rate of diabetes increases as the sugar 
intake in a population increases. However, increase in 
sugar intake is usually coupled with other factors, such as 
dect^iised exercise and increased total calories and fat, that 
lead tot)besity. Thus obesity may be the risk factor for 
diabetes rather than a specific diet coniponent such as 
sugar (West, 1976; Van Itallie, 1979). ' Evidence from 
animal studies also supports obesity as the major risk 
factor. West reviewed a number of studies in which dif- 
ferent diet components (f .g., sugar, protein, or fat> were 
^ used to^duce^iabetes in susceptible laboratory animals. ^ 
Based onMhese studies, he concluded tbat obesil!^ rather 
than any $[^ecing/diet coniponent induced the diabetes. 

Treatment of diabetes involves diet management, which 
may be coupled with insulin injections or pills. For the 
obese diabetic, usually tt\e adult onset, weight |reduction is 
of primary importance. It not only helps corUrol diafbetes, 
but it also reduces the severity of the disease. In the lean 
diabetic, usually the youth onsets calories should be 
adequate to cover energy requireihents. Until recently, 
carbohydrate was restricted in the diets of diabetics in the 



^ Diabct^ miUitus is the most common form in a group of diseases 
called diabetes. It 1$ the oiily form discussed in this chapter and^ill be 
referred to simply as diabetes. 
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United States. This is no longer a major recommendation. 
Asian diabetics have successfully controlled the disease 
with diets much lower in fat |(jrid cholesterol and higheitin 

: ;c^bQhydrate than the diets of diabetics in the United 
\ Stiilcs. These diabetics had much lower incidences of 
atherosclerosis and CHD than diabetics in the United 

^ States. Current dietary recommendaAkns include higher 
levels of carbohydrate and lower levels of fat than found in 
the **average*' American diet- the diet for the diabetic 
continues to restrict sugar other than that naturally 
occurring in fruits, vegetables, and milk; but it now 
includes carbohydrate from starch in liberal ampunts 
(West, 1976)! 

Diet is important in the treatment of diabetes, but ther6^ 
is little evidence that a specific diet component, such as 
' excess sugar/ can be directly linlced to the cause of the 
disease. However, there is substantial evidence that 
excessive food intalce leading to obesity is strongly 
% associated with the prevalence of d^betes (Bierman, 1979). 

' y — — ^ — . ' ■ — — 

Current diet tr ends in the United States 

Information on food consumption in the United states is 
derived from three types of data sources: the national food 
supply, househoWNfpod consumption surveys, ^d 
■ individual intake survej^»>4nformation derived from each 
- ' of these sources differs because of differing methodol^y. 
Because of major differences, data comparison&afTdif- 
ficuit. However, the Dietary Goals are base/T on the 
national tood Supply, which was the most current source 
of information at the time the Goals were devised, 
therefore, the Dietary Goals should be considered ih rela- 
tion to the national food supply. 

The nutrient analysis of the national food supply (NFS) 
is estimated from the disappearance of major foods into 
primary trade channels, which vary from itenhto item. In 
general, these items are measured separ<ately rather than 
■ after they are combined into finished products such as 
bread, cake, or frozen dinners. NFS statistics provide an 
< • average of per capita food and nutrient supplies at a given 
; \ point in time. Changes over time can be estimated because 
• the food and nutrient levels have been calculated annually 
% since the 1909-13 base periofd (Friend, Page, and Marston, " 
I 1979). , 

Household food consumption surveys are another way 
\ tl^at iii^ormatioii is obtained about food consumption in 
the United States. Currently, the Nationwide Food Con- 
sumption Survey (NFSC) of the U.S. Department of 
Agriculture (USDA) is the only such national survey. It has 
been conducted -approximately every 10 years since 1935. 
Sin<^ information is ot^tained from individual households, 
' nutrient levels and food- use can be studied for differences 
in- coiisumption patterns by regions, urbanization, 
housphold size, income, and other variables. The data 
include only food us«l frOm household food supplies and 
not that purchased and eaten away froni home. The most ' 
rewnt household food ccwimption survey was part of the . 



1977-78 NFCS for which data ar|, not yet avauaoie. - 
Preliminary data will be available in late 1979. Howfcvcr, 
published data are available from the survey conducted 
during 1965-66 (Science and Education Administration, 
1979). ■ 

Both NFS and household food consump^n sujrveys arc • 
estimates of. foods used but not ne(^sarily eaten. 
Therefore, they overestimate the per cajsita intake of foods 
and nutrients, a disadvantage not fouQd when the nutrient 
content of the diet is estimated based on actual food 
intake. During the Health and Nutrition 'Exkmination, 
Survey of 1971-74 (HANES-I), a representative sample of 
the civilian noninstitutionali^ed population of the United 
States (N^HS, 1976) was asked to recall all foods aiid 
beverageitaken during a 24-hour period. The validity of 
the 24-hour recall as used in RANES-I has been questioned 
as a measure of individual nutrient intake. Although it 
may not reflect the usual intake of each individual, a 
24-hour reAU probably does reflect the mean intake of 
most nutriants for a group Of indivitfflall (Morgan, et al., 
1978; Keys, 1979). In addition to the 24-hour recall, 
H AN^-I data included daily or weekly frequency of con- 
sumption of selected food for a 3-month interval. 

The rest of this section addresses selected components of 
the U.S. diet using iNFS data to illustrate trends and 
HANES-I data to examine current intake. 

Food energy (calories) f 
Food energy is measured in calories. The total cAories 
available as estimated from NFS has decreased about 5 
percent during this, century (Friend, Page, and p4arst0n, 
1979). Data from NFS also indicate tfiaT pcrcents of 
calories available from fat and carbohydrate have shifted 
during this century. Available calories from fat have 
increased ^ about 10 percentage -points, and available 
calories from, carbohydrate have decreased about 10 
percentage points (Friend, Page, and Marstorif,'' 1979). 
Calories available from protein have remained rather cbn- 
stant at about 12 percent (table 1). \ 

On a per capita basis, the calofies aSrailable per person as 
estimated from NFS is abovt 40 percent greater than 
calories actually eaten per person as estimated from 
individual intakes during HANES-I. . This disparity results 
from methodological differences. NFS tfata are based on 
all edible food, including that which is not eaten but is 
discarded for variousjpsons. HANES-I data are Based on 
food actually eaten oUring a 24-hour period. ^ ^ 

Fat and fatty acid^^ ' » 

NFS estimates of available fat ii><iicate that the totaj 
available fat has increased since 1909-13 about 25 percent 
(Friend, Page, and Ma|ston, 1979). About 90 percent of 
fat estimated by NFS comes from three major groups: fatsl^ 
and oils; meat, fish, and poultry; and dairy product||Fats 
and oils contribute the largest proportion— abou«^ 
percent— a proportion that has increasA 7 percentage 
points since 1909-13. Chai\ges havfe occurred intbe sources 
of fats and oils, with theVmounlf from butter and lard 
decreasing sh^ply and the amount ^rom salad |ind cooking 
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: oils, shorteningjs, and margarine inpreasinsf The pr^t^dr* 
tlons "of fat- frp(n tKc other two groups ^re not much 
greater today than they were in 1^9-1 3 tFriend, Pag^, and 
Marston,ij979; Agricultural Research Servico, 1975>. 

Table .2 shows the percent contribution of food groups 
tcT total fat ifttake as report^during HANES-l. The major 
contributors are the same a$ those in^NljgS, ^at is; about 28 

. percent |rom meat,' fish, and poultry, aboiit 19 percent 
from dairy productsl a!tid about) IS percent from fats add 
oils. Not Only the tbW fat but^lso the pefcent contribu- 
tion of faf to ratal cafejies was l^ss for H ANES-I daTta than 
for NFS data (tab^e li This is probably because a large 
proportion of JKANESaI respondenty^reported not eating 
the visibl^at on ipeat. VLlthough the mean fat Intake wa3 
greater than that recoiniMtided ypy the Dietary Goals, . 
about 30 percent of HANfe^Psr* riy^orteci 
intalces with 33 percent pr less cB»^s derived frpm fat. 
Thirty-three percent is the upper^lpmit suggested. by the 
Dietary Goals. Indications are tha4sSome^people may be., 
limiting fat in their diet. . 

The EK^tary Goals recommended that monoun- 
saturated/ polyunsaturated, and ^aturated-fsCtty acid con- 
sumptipn each account for about 10 percent of total energy 
inrake (range 8--12 percent) ; (U S. Senate Select 
Comrnitt^e, 1977b). Based on NFS' and HANES-I datar* 
mean levels of both'saturated'and monounsaturated fatty 
acids are .greater than recommended (table 1). However, 
approximately 36 percent of (all HANES-I respondents-' 
reported intakes that contained >2 percent or less of 
calories derived from saturated fatty acids? Females and 
.^lack people wer^more likely to eat foods with lower levels 
of saturated fatty acids than were white ntales; Age was 
also a factor. A greater^proportion of. people .65-74 years 
of age derived 12 percent or less of their calories froi 
saturated fat than younger people. 



C|lolesterol ' . . 

NFS data indicate that ^choles]^ol available froi[p food is 
about the^same" today as it was in the early paVt of this 
century, buf it is abSut 10 percent lo^er than the level* 

/ available during the late forties and fifties (Friend^ Page, 
and Marstbn, . 1979). ^ v. 

HANES-I data indicate a mean per capita liitaice of 
cholesterol about 25 percent lower than that available as 

' estimated' from NFS data. This suggests that at least part 
of the dietary cholestei'ol avai^ble is not being eaten. 

Sources of available dietary cholesterol have changed 
based on NFS trend data. While eggs continue to supply 

^ the largest percent of cholesterol of any food group, their 
contribution declined 8 percent from 1909-13 to the 
present and 29 percent from the late forties to the present, 
the percent contribution to dietary cholesterol by meat 
and poultry has increased substantially during this century, 
while the amount of cholesterol from dairy products 

. remained relatively stable (Agricultural Research Service, 

^ .i978b). Table 2 indicates that ihe major ^ sources of 
tholest^ol, according to HANES-I, are eggs (29 percent), 
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eat and poultry (28 percent), and milk and gheese (16 
percent). , - . 

The Dietary Goals recommend cholesterol consuniiptiori 
of about 300 milligrams (mg) a day (range of 250-35d mg). 
The mean per capita intake of, cholesterol* based on 
HANES-I is 366 mg per day. fifty-nine percent of all 
persbns (50 percenf of males and 68 percent of females) 
retried eating food that contained _350 mg or less 
cholesterol ^>nJthe day surveyed. Children and teenagers 
were more likely to have cholesterol intakes less than the 
uppdr limit of t^e goal (350 mg) lhan.weip adults. 

CAbohydnite 

Data from NFS indicate that the total carboh>dra7 
content available per person has decreased about one- 
fourth since 1909-13 primarily because of a drastic reduc- 
tion in use of grain products. Most of this decUnS^OCcurred 
before the mid-1950's (Friend, P^age, and l?llftrsfi3n, 1979). 

Carbohydrate intake is frequently discussed in terms of 
simple carbohydrate (sugar), and complex carbohydrate 
(starch). Simple carbohydrate is further subdivided into 
that which is found naturally food (e.g., lactose in milk) * 
and that which is reflned from sugar beets and cane or 
processed from corn sugar, syrups, molasses, and honey. 

The use of refined sugar based ojiNFS was lower during > 
197$"than the levels recorded duringjProhibition and thc^ 
^rly 1970's. Starch consufn^^^i^ ha^ decreased / 
dramatically. During 1909-13, it accounted for about 68 
percent of available carbohydrate. It currently aqgounts 
for about 47 percent of available carbohydrate (Friend, 
Page, and Marston, 1979;'Agricultural Research Service, 
1975). ' . " • 

Friend and others (1979) point out that not Only has the 
usage of reflned sugars increased, but the pattern of use 
has changed. Today, use of sugar in households is less than 
9ne-half Qf what it was at the beginning ,Qf this century, 
but the usre of sugar by industry in processing foods and 
beverages is 3.flmes greater: Americans may be eating 
more sugar than they realize, sin^e more than two-thirds of 
'the refined sugar used is added to foods and beverages 
before they enter the home. Food processors use refined 
sugar mainly in beverages (primarily soft drinks), cereals, 
and bakery products. 

Table 2 shows the percent contribution of food groups 
to total carbohydrate intake as reported during HANES-ir ( 
Breads accounted for almost. 24 percent of total 
carbohydrate.* Although cei'eals contribute starch, ^ljpst 
ready-to-eat and some cooked cereals have refined or pro- 
cessed sugar added. In fact, 17 percent of all refined sugar 
used during. 1976 was used in processing bakery products 
and cereals (Ffiend, Page, and Marston, 1979). HANES-I 
data/also indicate that fruits and vegetables accounted for 
19 percent of total carbohydrate, and milk products 
accounted for almost 12 percent. Some products in each of 
these groups have refined sugar added (e.g., canned and 
fro;^en fruitsVand ice cream), but the amount is a small per- 
cent of the total refined s\igar'used (Friend, Page, and,, 
IVIarston, 1979). The sugar. group, which includes car^* 



bonated beverages, jams, and candy, accounted for almost 
19 percent of total ^carboh^^dme, anjj dessert items 
^ accounted for almost 1 1 percent. The sugar group includes 
primarily refined sugar, while the dessert group includes ( '^ 
some starch *ds well as ieflned su^dr , 

Based on data froih llANES-I, the frequency with:"^ 
which many of jiKese foods were eaten is related to the age 
of the individuak (NCHS, 1979). The consumption of 
desserts; was related to age, The frequency of eating 
desserts decreased as age increased. Children and teenagers 
were more likely to eat desserts and candy and to eat thim 
more frequently than adults. Carbpnated beverages were 
. consumed more frequently by teenagers and adults 18-44 
years of age than by adults over 44 years of age, This 
analysis indicates that children, teenagers, and to some 
extent young adults are the largest c0nsumers of products 
high in refined sugars. 

* The Dietary Goals recommend an increase in consump- 
tion of complex carbohydrate and naturally occurring 
sugar to about 48 percent of energy intkke and a degrea^e 
in consumption of reflned and pr(jcessed sugars to about 
10 percent of total energy intake (U.S. Senate Select 
Committee, 1977b). Based on NFS, only 28 percent of 
fopd energy is available &om naturally occurring sugars 
and complex carbohydrate (table 1), This is far less than 
. recommetided by the Goals. Refined sugars accounted for ^ 
18 percent of available calories. Although >ome i;idividuals » 
may have diets with no more than 10 percent of calories 
from refined and processed sugars, niany 
individuals— pWticularly children, teens, and young 
^ l^dlllts— are probably eating foods considerably higher in 
reflned and processed sugars than that which is 
reCOmmendedv . 

Protein 

The Dietary Goals recommended maintaining the current 
leyel of protein intake. This was assumed to be 12 percent 
of calories based on NFS data (U.S. Senate Select 
Committee on Nutrition and Human Needs, 1977b); 
HANES-I lata indicate that mean protein intakes were , 
higher (16 percent of calories) ' than suggested by the 
Dietary Gdals (table 1). The 12-percent recommendation 
may not be appropriate whenlndividual intakes are com- 
pared with the Dietary Goals if the protein levels are to 
remain constapt., A change in thj^recommendations for 
' protein woutd^mean that the reco^mnendatiohs for fat and 
carbohydrate would need to be' adjusted. 

Sodium 

r Based on NFS, the available sodium has increased about 
14 percent since the first part of the century, equaling 
about 1.4 grams available per person per day (Friend, 
Page, and Marston, 1979). The level of sodium in NFS 

» represents sodium||hat is found naturally in food plus that 
which is added quring processing canned vegetables, 
cheese, and ci^red meats. 

HANES^festimates of sodium intake are substantially 0 
higher (2.2 grams of sodium per person per day) than that 
indicated/by NFS data because HANES-I data include 



much of the sodiunradded to food during any processing. 
However, sodium that \might be /added as salt, 
jnon^Sodium glut^lmat5^ opsoy sauceto vegetables, meat,, 
and pastas dfiring cooking or at the table is not included. 
Thus, HANES-1 also underestimates sodium intake unless 
an individual uses no salt or other high sodium seasoning 
while cooking or eating. ' --^ 

The Dietary Goals recommended a salt intake^ of about 
5 grams per day (U.S. Senate Select Committee, 1977b). 
As mentiond before, this level was intended to be a recom- 
mended lihiit fbr added salt; it did not include salt that 
occurs naturally in foods (American Dietetic Association, 
1979). Th^aturally occurring sodium in products such as 
meat, vegetables, and milk equals about 1-3 grams of salt 
per day, so a level of 6-8 grams of total salt (both naturally 
occurring an^ salt ^ddeddurmg processing o^ while eating) 
would meet tHe Dietary Goals. 

Estimating actual salt intake is difficult because it is 
added by individuals in varying attiounts while cooking or 
eating. Although HANES-I data do not include salt added 
while cooking or^ating^ the estimates do include sodium in 
commercially prepared foods. The sodium intakes as con- 
verted to salt for -HANES-I data indicated a mean intake 
of about 5.6 grams of salt j^er person during a 24-hour 
period. Therefore, matly people may have had a salt intake 
within the limits recommendfed by the Dietary Goals as 
long as they did not use salt or products containing salt 
while cooking or eating. ^ 



Recommended changes in U.S. diet 

In addition to the Dietary Goals, the U.S. Senate Select 
Comiifiittee (1977b) proposed a nujnber of changes in food 
selection and preparation patterns of Americans which 
would^Kelp meet the Goals: 

• Increase consumption of fruits and vegetables and whole 
grains. 

•.Decrease coiHumption of refined and other processed 
sugars and food? high in such sugars. 

• Decrease consumption of foods high in total fat, and 
partially replace saturated fats, whether obtained from 
animal or vegetable sources, wi\h polyunsaturated fats. 

• Decrease consumption of animal fat; choose meats, 
poultry, and fish that will reduce saturated fat intake. 

^ • Except for young children, substitute lowfat and nonfat 
milk for whole milk aiid lowfat dairy products for high fat 
dairy products. ^ . ^ . 

• Decrease consumption of bdtterfat, eggs; and other high 
cholesterol sources. Some consideration should'be given to 
easing the cholesterol goal for premenopausal wdmen, 
young children, and thje elderly in order to obtain the nutri- 
tional benefits of eggs in the diet. 



^ See footnote 4. 



• Dccretfte consumption of salt 'and foods high in salt 
content. ^ # ^ 

In Healthy People^' The Surgeon General's H^port on 
Health Promotion and Disease Prevention it is stated that 
^'Americans woula pifobably be healthier, as a whole,. if 
they consulted: . ^ 

• Only sufficient calories to meet body needs and maintail^ 
desirable w^ht /fewer calories if overweight); 

• Les» saturated fat and cholesterol; 

• Less salt; 

• Less sugar; 

• Relatively more coniplex carbohydrates such as whole 
grains, cereals, fruits, and vegetables; and j 

• Relatively more fish, poultry, legumes (e.g., beans, peas, 
peanuts), and less red meat'* (Office of Assistant 
Secretary for Health and Surgeon General, lvf9). 

Thjs chapter has emphasized food components that have 
been itpplicated as factors in the development of chronic 
diseases. The suggested changes in food selection stress 
these components. \ ^ 

Foods also contain vitamins and minerals that are essen- 
tial for normal growth^ and maintenance of health. The 
Recommended Dietary Allowanced (RDA) of the Food 
and Nutrition Bbard (1974) recommends levels of nutVients 
necessary for maintaining and promoting health. 

Current diet, patterns are influenced by preference and 
perhaps tO' some extent by information. For example, the 
change in consunjiptioh of eggs and butter during the last 
decade may have been in response to concern about the 
susp^ted relationship bet^Veen dietary cholesterol ^nd 
coronrary heart disease. At the same time, beef consunip- 
tion, another source of dietary cholesterol, has increased. 
This niay indicate that Americans in general are making 
selective changes in their diet patterns, with some moving 
in a direction {oward the recommendations and others not. 

The decision to use or not use the Dietary Qoals, the 
Surgeon GeneraPs recommendations, and 'RDA in 
planning diets is an .individual matter^ The Food and Drug 
Administration, U.S« Department of Agriculture, and the 
Federal Trade Commission are cooperating to imptove the 
format for food labels and the guidelines for nutrition 
labels. These improvements will give th^ consumer more 
conipjete information ^n ingredients and nutrients in 
Various foochK Iti addition, along ^ With the National 
Institutes of He«Hh these agencies and other groups are 
developing and expanding efforts to^ineet current and 
future concerns and demait^s for iniprmation about the 
relationships between and among, food, nutrition; and 
health. * 



Summary . 

The Dietary Goals were- developed from testimony by 
physicians, nutritionists, and scientists before 'the U.S.^ 

4n : ^_ 



Senate Select* Committee on Nutritipn and Human Meeds 
in 1977. According to this testimony, changes in the 
average U.S! diet during this century have amounted to a 
. wave 6f malnutrition (from both overconsumption and 
underconsumption) that codld daniage health by being a 
causal factor in hypertension and^chronic diseases, such as 
coronary heart disease, diabetes, and cancer. The Goals 
sparked immediate controversy and were revised in order 
to nieet some of the concerns expressed in subsequent 
public hearings. This revision did not completely satisfy 
the critics of the Goals who believed that evidence was not 
suYficient to recomniend-changes in the diets of tl^e 
Americans who show no signs of hypertension or chronic 
disease. However, according to the Surgeon GeneraPs 
report,' current evidence is sufficient in some area$ to 
recommend dietary change. The relationship between diet 
and chronic diseases as reviewed in this paper ranges from 
highly speculative to fairly definitive, and all evidence is 
subject to differing interpretations. Further research will 
be necessary to qonclusively link diet with many of the cur- 
rent public health concerns. 

Data on the current diet pattern of the average person 
living in the United Stated comes from several sources. 
Data from two of these sources arereviewed and compared 
with the recommended intakes suggested by the Dietary 
Goals. The data intricate that fat consumption has 
increased during thh century, but individuals appear to be 
^consuming a smaller portion of what is available by 
discarding a large proportion of visible fal on meat and 
' Some fat drippipgs. Oj|i* the average, fat cibntributes an 
amount well above the percent of calories recommended 
by the Goals. HoSVever, about one-third of the populatio^ 
consumed less than the maximum recommended by th^ 
Goals. Cholesterol consumption is decreasing and a large 
proportion of individuals— particularly children, 
teenagers, and the elderly— reported intakes containing 
less cdole^erol than the maximum reciommended ftvel. 
The consumption of eggs, the major source of dietary 
cholesterol, has decreased markedly in the last 25 years, 
and this decrease-appears to be continuing. HojWeyer, meat 
consumption continues to increase. 

Total carbohydrate consumption has decreased 
markedly during, this century, the decrease coming 
primarily from a drastic decrease in the consumption of 
starch. The consumption of refined sugars, however, has 
increased sinqe'the turn of the century, although there is a 
hint of a recent decline. Children, teenager^, and perhaps 
young adults are among the largest consumers of refined 
sugar. . ■ ^[ 

It appears that a substantial proportion of persons could 
meet the levelf of sodium recommended by the Diet^y 
Goals* if they avoided highly^salted foods, use of the salt 
shaker, and sodium^ontaiplng^ondiments while cooking 
or eating. , 

Current diet patterns in general do not meet the Dietary 
Goals. The dedlsion to use or not use the recofnm^^dations 
discussed in planning diets is, of course, an individual 
decision. Currently /T efforts by both goVIKrnment and 
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nongovernmtot groups aire being made to improve foocl 
label ^nd dietary guidance information so that the con- 
sumer can makltinformed choices for adequate food and 
nutrient intake. 
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Table 1. Percent distribution of sources of food energy (calories), acfrording to selected measures aiid the Dietary Goals: 
, United States 

: ■ . . . \ ^ . ■ • ■ ■ * .- 

» (Data are based on muit^pie sources) 



Source of food energy 



V Individual' 
intake . 
HANES i97i-7'f 



National 
food supply 
1973 



bietary 
Goals 



I 



Total 



100 



Fat 



1 Saturated ' * 

^N^joriounsaturated - - 

. Polyunsaturated — ♦ 

Ufispecified mono- and polyunsaturated 



Protein 

Carbohydrate 



Complex 

Naturally occurring 'Sugar s3 — 
Refined and processed sugars^ 



38 

6 
16 



Percent distribution >■ 



100 


100 




'30 


16 


• . 10 


19 


■ 10 


7 


10 

# • • 




12 






58 




'»8 




M8 


10 



^Represents only oleic acid. , ' ^ . ^ • 

^Represents only linoleic acid. 

"^Naturally occurring ^sugars afe defined as indigenous tp a food as opposed .to refined (cane and ieet) sugar and processed (corn sugar, 
syrups, molasses, and honey) sugars which may be added to a product. 

■ ■■ ' * > ' ' : ■ 

SOURCES: Abraham, S., and Carroll, M.: /Food Consumption Patterns in thev United S^tes and their Potential Impact onithe Decline 
in Coronary Heart Disease Mortality. Paper presented to tJ^ Conference on the Decline in Coronary Heart Disease Mortality, 
Bethesda,.Md.^ Oct. 1978; Friend, B.: Changes in Nutrients in the U.S. Diet. Caused by Alterations in Food' Intake F^atterns. Paper 
presented to Changing Food Supply in America Conference, Washingt^n^jD.C, May 197^*; U.S. Senate Select Committee on Nutrition 
and Human Needs: Dietary Goals for therUnited States ,^2nd ed. Washington. U.S. Government Printing Office, Dec. 1977. 
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Tabic 2. Percent diltributlon of food groups, according to nutrient intake for people 1-74 yeafrs of age: United States, 1971-74 

(Data are based On physical examinations of a sample of the civilian noninstitutionalized popu l ^ion)r^ 

r 



Food^groups 



Calories 



Protein 



Fat 



;:a|^bohydrate Sodium 



Saturated 
fat^ acid 



Oleic 
acid 

f 



Linoleic 
acid 



Cholesterol 



\ 



Total 

Skim and buttermilk 

Cheese and cheese products ' — 7 — . , 
Mijk and milk produces 

other than cheese 

Meat- r — r — 

Poultry V — 

—Organ meats — * — — 

Fish aind^hellf ish — 

Eggsx^- T— • . 

Soups I gravies, etc. — ^— 

Fats and oils — — ^ 

' Legumes * — . 

Breads — — --^-^ 

Cereals 

Fruits vid vegetables * * • 

Sugar and sugar products — * 

Dessert^ -t ' 

Mixed protein dishes — :— 

Alcoholic beverages 

Sugar free beverages — ^ 

Salty snacks ' 

Other 7 

■ ^ '. ~ 

SOURCE:. Abraham, S., and Carroll, M.D.i 
Belt^ille, Md., ^1ay 1979. 



100.0 



1.2 
*'1.9 

12.9 
13.6 ' 
. 1.3 
0.2 

2.2 

6.3 
2.2 

13.1 
1.8 

10.8 
8.8- 
8.0 ' 

3.3 
OA 
[.5- 
0.5 



lOO.O ^ 



2.6' 
3.6 

16.2 

29. 
5.1 
0.6 
<^.0 
3.6 
0i»9 
2.0 
3.0 

11.2 
1.2 
5.2 
0.7 
2.7 
6.5 

O.f 
0.5 



100.0 



Percent distribution 

.1 



OA 

15.6 
■22.5 
3.7 
0.3 

3.2 

1.8 
15. <♦ 

2.2 
' 6.6 

5',1 
1.8 
7.7 
, 5.1 



2.2 
0.3. 



100.0 



1.3 

. 0.2 

10.0 
«.3 



0.1 
1.3 

€.6 
2f0 
23.6 
3..'* 
19.1 
18.5 
10.8 
ti.3 
1.8 
0.2 
1,3 
0»9 



100.0 



1.3 
«.3 

7.9: , 

o.i . ' 
0.1 
0.7. 
2.9 
8.1 
.3 

.0 • 

24.0 
/3A 

7.7 J 

t).5 

0,3 j 

0.6 

1.5 

: .0.2 



100.0 

—i 



i 



0.1 . 

<».9 I 

23.9 , 
26.5 ' 

2.9 

0.3 

i 3.6 
1.7 ' 
12. <♦ J 

' i:9«^ 

OU 
^•3l 

5.2 

(1.6 k 
0.1 

— i— 



100,0 



0.1 
2.9 

1?.5 
25.5 , 

OA 
1.3 

t.2 ■* 

* 1.7 n 
15. <♦ f 
•2.3.' 

8.6 

0.1 

3.5 

•2.2 

t8.<> 

«6.1 



I 



-l.«* 
0.1 



100.0 



100.0 



0.9 

0.0 
7,1 

l^i9 
0.2 
2.0 
2A 
2A 

35.8 
2.5 
5.0 
OA 

10.2 
1.5 
5.6 
1.8 



8.2 
1.1 



0.2 

2A 

13.7 
23.2 
2.9 
1.9 
2.9 
29.1 
0.5 
3.7 
5.9 
3.7 
0.0 
^ i.l 
0.1 
H.2 
k.3 

0.1 
0.0 
0.0 
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CHAPTER III 



Current Status and'f'iitiire Prospects of 
^onphysiciaii Health Care Providers* 



J 



Introduction 



/ 



During the past decade, the number of active physicians in 
tt\e United States increased at a rate that outpaced popula- 
tion growth. In fact, Health Resources Administration 
estimates indicate that the overall supply of physicians may 
be greater than needed by the year 1990 (Simpson, 1978)/ 
Despite this, c/ertain segments of the population— pri* 
marily those living in inner-city poverty areas or in rural 
areas-^still have difficulty obtaining adequate primary 
medical care. I According to a Health Resources Admin- 



istration repoh, more than 1,000 priYnary caTe shortage 
areas'^were designated in ^^gust 1978 (Division of Man- 
power Analysis, 1978). About three-fourtfis of these areas 
were rural, and the remaining areas were urban. The same 
report estimated that more than 7,000 primary care physi- 
cians would be needed to provide adequate primary care in 
these areas. , 

Evidence indicates that the problem caused by 
maldiHtnbution is^^erious because lar^e numbers of recent 
medical sitjool graduates gravitat^ toward the larger 
hospitals in^i^as with greater population density <Sorkin, 
1977). Attempting to improve access to health care in 
physician-shortage areas while containing the costs of care 
has led to an increasing focus on the training of nonphysi- 
cian health care providers. '*Nopphysician health care pro- 
viders'* are individuals who have been trained to perform 
services that traditionally have be* performed only by 
physiciaijS, such as taking a compKte medical history or 
performing a routine physical examination. These pro- 
viders generally can b^ trained more quickly and less 
expensively than physicians, and they may locate more 
readily in areas where physician shprtages have been per- 
sistent. ^\ . 

Substantial Federal support has been given to the train- 
ing of primary care nonphysician providers. The two 



" Prepared by Jacqueline; Wallen, Ph.D., Division of Intramural 
Research, National Center for Health Services Research. 

NOTE: The term •'nonphysidan health care provider** can be applied 
to many types of health professionals. H^re it is used to refer to nurse 
practitioners (and other nurses in expanded roles), and physician's 
assistants* 



broad types of nonphysician health care providers especial^ 
ly significaiit in primary care are as follows: nurse practi- 
tioners (NP^s) and other nurses who have been trained to 
operate in expanded nursing roles that include both tradi- 
tional nursing functions and services traditionally provided 
only by the physician; physician's assistants (PAU) and 
other individuals, with or without previous health care 
experience or training, who have been trainei) to assist 
physicians in their medical care activities. The primary 
distttliaion between NP's and PJfi's is that NP-s may per- 
form twdicat functions in addition to nursing functions 
because\heir practice is an extension of the nursing role. 
PA'S, on the other hand, are trained solely to assist or 
isubstitute for the physician in the performance of medical 
tasks. In spite of (hese differences in orientation, both 
NP's and PA's can supplen^gnt physicians in. the delivery 
of heMth care. 

This chapter emphasizes the contribution that nonphysi- 
cian providers can make in reducing problems caused by 
physician maldistribution. However, many nonphysicians 
do not see themselves as substitutes ^for physicians. 
Instead, they seis themselves as members of a health care 
team in which they function in collaboration with the 
physician and other health professionals. Although they 
perform certain medickl functions (diagnosis and treat- 
ment) also performed by the physician, they act in -a role 
that is complementary to that of the physician. In this 
complementary role, they may provide counseling, 
guidance, emotional support, patient education, and coor- 
dination of health and social service resources. NP's in 
particular, often stress the cornplementary aspect of their 
role. Whtle the emphasi3 in this chapter is on increasing 
access to c^re, it is important to bear in mind that non- 
physician pi^oviders often contribute services that improve 
quality of care in areas where physician shortages do not 
exist. * 



Background , 

Anniial Federal expenditures for NP and PA training pro- 
grams increased from less than $1 million iiT^fisc^ year 
1969 to more than $21 million in fiscal year 1979 (Coni(;es- 
siohal Budget Office, 1979). This represents a substantial 
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Federal commitment to a kind of healtli care provider that 
came into being little more than a decade ago.^ 

The first NP training program— one for pediatric nurse 
practitioners— began at the University of Colorado in 
1965. During the same year, the first PA program was ini- 
tiated at Duke Unij^ersity. Both were sponsored by the 
private sector. Federal funding was provided in 1969 for 
support of the fir^ MEDEX^ program at the University of 
Washington. The objective of the MEDEk program was 
to train PA's who would be placed with physicians practic- 
. ihg primary care in underserved rural or urban areas. 

In 1971, the use of NP's and PA*s to improve access to 
and contain costs of health care was endorsed in the Presi- 
dent's Annual Message on Health. In 1974, the Nurse 
Training Act (P.L. 94-63) provided funds for hicreased 
training of nurse practitioners, and the Comprehensive 
Health Manpower Training Act (P.L. 92-157) provided 
funds for increased training of both NP's and PA's. Sup- 
port for NP training was extended in the Nurse Training 
Act of 1975. ' V 

In 1977, the 1976 Health Professions Educational 
Assistance Act (P.L, 94-484) was amended by the/Health 
Services Extension Act (P.L. 95-83). This act provided 
that special consideration be given to programs training 
NP's who would practice in health manpower shortage 
areas, and it added **traineeships to train nurse practi- 
tioners who are residents of a health manpower shortage 
area and who make a commitment to practice in such an 
area" (U.S. Congress, 1978). 

Additional support for employment of nonphysicians in 
physician-shortage areas was given by the Rural Health 
Clinic Services Act of 1977 (P.L,<^-210). Traditionally, 
third-party payers have not allowed reimbursement for 
physician services delivered by NP's or PA's. This act, 
however,- provided Medicare and Medicaid coverage for 
medical Services furnished by a qualified NP or PA when 
SiTch services ar^ rendered in certified clinics located in 



rural physician-shortage areas. 



I 



Constraints on the utilization of honphysician providers 
still exist, and these will be discussed. Continuing limita- 
tions on the extent to which nonphysician services are 
reimbursed by third-party payers and legal restrictions on 
the scope and independence^ of nonohysicians' practice are 



among the most important of thes^constraints. 

■V 

Manpower supply and characteristics ^ 

Current supply and distribution 

Table A shows estimates of the numbers of NP's and PA'^ 
in 1979. Approximately 60 percent of NP's with master's 



• Formally trained nurse-mid wives, who are nurses functioning in 
expanded roles, have practiced in this country since the I930*s. Legal 
recognition of their role, however, has become more widespread in the 
past decade. . ■ 

^ MED£X is a physician assistant trained in a special progt|irti 
emphasizing student prcceptorships with rural physicians. The term 
MEPEX is a contraction of the term **medicine extension/* derived from, 
the French phfase for physician extenders. 



degrees and 90 percent of those "with certificates were 
trained in primary care specialties, depending upon the 
kind of training^program in which they participated. Com- 
parable figures (:oncerning training are not available for 
PA's, but approxipiately 70-80 percent of PA's studied by 
Scheffler (1978) v^^re employed by primary care physi- 
cians. NP's and PA's are relatively young as a^ 
group— early to mid-thirties— and mo$t are white. Most 
NP's are women, and most PA's are men. 

I^indings synthesized from two large-scale studies of 
noophysician providers indicate that the majority of all 
types of nonphysician providers are employed in primary 
/ care settings; however, there are significant differences 
among PA's, NP's, and MEDEX in the work settings they 
sefect (National Center for Health Services Research, 
1.977). Differences in geographic distribution were evident 
among the three groups. More than half of NP's were 
employed in standard metropolitan statistical areas 
(SMSA's) exceeding 1 nlillion-population, compared vyith 
a third of PA's and a sixth of MEDEX. Employriient in 
rural areas (coundes with populations less thair56,000 and 
outride SMSA's) was high for MEDEX (37 percent),^ 
moderate for PA's and NP's with certificates (18 percent), 
and low for NP's with master's degrees (5 percent). 
HHowever, many of the providers employed in large urban 
areas may work in central cities with disadvantaged 
populations. In general, NP's and PA's are more likely 
than physicians to locate in rural anij low-income areas 
(Morris and Smith, 1977; Perry, 1978). It seems probable 
that enhanced legal authorization, incre£ised inde- 
pendence, and more liberal reimbursement policies for 
nonphysician providers might encourage a greater number 
of these providers to locate in physician-shortage areas. 

Table A. Nonphysician health *care providers, according 
to selected characteristics: United States^ 1979 



Cha^cieris(4C 



Nurse 
practitioner 

4^ 

Cert if i- Master *s 
cate degree . 



Physician's 
assistant MEDEX 



.Total" 16,240 8.0q^ 

Percent , \^ 

Primary care2...../.. v.. , 89 64 69 82 . 

Female 98 98 21 i 12 . 

Other th^n white 12 6 • 13 i * 17 

Age in years • 

Average age 36 32 32 • . 32 

~ — I — ^ — 

^ Esiimalcd nurm>cr. 

^ Includes pcdialrics, family practice, general pratlice. and inicrnal medicineJ ' 

NOTl:: Includes nonph^iCian providers nol curremly employed. ' 

.S0U^C;BS; Scheffier. i!>'f^.^Tfie Suffpty and Dtmdnd/or New Health Professionals, Physi- 
cian^ AssisLitnis and MtDEX . Conirac^No. HRA-Pllil84, Bureau of Health Maripower. Heallh 
{Resource's Administration. Hyattsville) Md/ 1978; Suit/. H.A.. e( al.: Longitudinal Study of 
Nurse\Practitioncrs, Phase 111. To be published; Personal communication from Division of Nurs- 
ing, tfu^au of Heallh Manpower. ^ 



Table ti!*E8tlinate8 and projections of nonphysiclan kiealth 
care providers: Uhlted States, 1977, 1980, and 1990 



Year 



Total i- 



Type of provider 



Nurse Physician *s 
practitioner assistant 



1977.. 17.280 12.280 

1980 27.720 18,220 

1990 A- 62.520 . J8.020 



5,000 
9.500 ^ 
24.500 



NOTE: Projections auMme no change in the number of yearly graduates Xrom nurse pracli^ 
lioner and physician's assistant training programs. Includes nonphysiclan provider^ not currently 

employed. , ^ 

. ». 

SOURCES: Light, J.A.» Grain, MJ., and Fisher» D. W.: Physician assistant, a pronie of the 
profession, 1976. The PA 7ouma/ 7(3): 109-1 23 » Fail l977;Sultz. H.A.,el ai.: Longitudinal Study 
of Nurse Practltl oners » Phase IH. To be published; Personal, communication from Division of 
Nursing* Buseau of Health Manpower. 



Manpower suppl)^ projections 

Table B shows projected numbers of NP's and PA's for 
198Q and 1990, assuming that there is no change in 
numhbrs of yearly graduates of training programs. The 
total /number of these providers in 1990 will be approx- 
imately 62,520 if .the number of yearly gradu?ites remains 
constant. Of course, higher levels of Federal funding could 
result in a still larger supply of nonphysiciail providers in 
the year 1990 but only if the appropriate training capacity 
comd be activated for qualifled applicantii. Appropriate 
training would include the establishment of new educa- 
tjonal programs, clinical practice settings, and preceptor- 
ships as well a$ a sufflcient number' of qualifled faculty. 
However, it is/possible that an increase in the total number 
of physicians could lead to a decrease in funds allocated to 
nonphysician training or to more resistance to NP and PA 
practice. 



k 

Training programs 



Duration and content 

Although similarities exist among training programs, there 
is no single standard for NP 'and PA curricula'. Data con- 
cerning NP and PA training programs for 44 sites funded 
* by the U.S. Department of Health, Education, &nd 
AVelfare (DHEW) in 1976 show wide variations in duration 
and content (National Center for Health, Services 
Research,/ 1977). NP Blaster's degree programs ranged 
from 44 to 72 weeks, the average being 60 weeks. NP cer- 
tificate programs ranged from 16 to 68 weeks, the average 
being 41 weeks. PA programs ranged from 48 to 104 
weeks, and MEDEX from 61 to 72 weeks. These flgures 
included both course work and preceptorships, when the 
lifter was required as a* part of the course structure. The 
NP master's degree programs and three of the PA pro- 
gram^ did hot include formal preceptorships. 



With respect to the content off the training programs 
(National Center for Health Services^ Research, 1977): 

• PA and MEDBiC programs placed much greater 
emphasis than NP programs on basic sciences, particularly 
biolog^nd physiology. (Registered nurses receive similar 
basic cwses during nurse's training.) 

• PA programs included surgery and emergency care skills 

in their training, skills rarely emphasized in NP programs. 

, . ■ . ■ /■ 

• NP programs placed greater emphasis (as mei^^ured by 
total curriculum hours) on provider-patJent coitimunica- 
tfons and counseling)han did PA and MEDEX programs. 

• NP master's degree programs heavily, emphasized 
research metho<fology, wlri^h was rarely presented in the/ 
other training programs. . ' 



Funding . 

As table C shows, 2S0 programs exilst for training MP's 
and PA's, but not allvof them emphasize primary car^/The 
table also shows the number of yearly graduates ot these 
programs and the proportion of NP and PA prograips that, 
receive funding from J^HEW. i ^ 

It is important to remember lhat programs fuiided by 
DHEW generally receive only partial support. In 1976, for 
example, DHEW .gfoots accounted for 55*72 percent of 
the total fundingjllf fiirogram^ that received DHEW sup- 
port; the institui!ions spons^^ring these training programs 
provided 26-45 percent (National Center for Health' Serv- 
ices Research, 1977)» A substantial number of tr$^ining pro- 



grams^ receive no Federal/funding at all; they 



s^re funded 



through institutional aiid foundation sourcjss. Other 
Federal funds and tuition account for only. a Very small 
percent of fundings 



Table C. Training nfograms for nonphysiclan health care 
providers; yeany graduates, and percent ollprogranis 
funded by Department of Health, Education, and 
^ Welfare, according to type of provider: United States, 
1977 / . \ • 



Type of provider 



Program, graduates, 
and funding 



Nurse 
practitioner 



Certifi Master's 
cate degree 



Number of training programs 124 74 

Number of yearJy graduates 1 .240 740 \ T^S^ 

Percent funded by Department 
of Health, Education, and 

Welfare 69 39 

I 

SOURCE: Division of Nuriing» Bureau of Health Manpower: Personal ^ommunicationlon 
nurse practjl toners; Division of Medicine, Bureau of Health Manpower: Personal comnivnical\on 
00 physician's assistants. « [ 
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DHEW funding for NP programs has,* until recently, 
been increasing over time. In 1977, DHEW awarded 
apprOTimately $9 million in training grints to NP training 
progwmis; in 1978, 'that figure rose to almost $12 million 
(Division of Nursing, 1979). Now, like funding for PA 
programs, the funding ,of NP programs appears to have 
^leveled off, In both-"l977 and1S>78, DHEW awarded $9 
million to PA programs (Division; of Medicine; 1979). 



Certification, licensure, and accreditation 

^TTgure 1 shows the requirements for licer>sure and certifica- 
tion of nonplfysician providers as wellfis mechanisms for 
accreditation of training programs. Ceiitification refers to 

' acknowledgment by the professional association that the 



provider is competent to practicf ; licensure refers to the 
process by which the State entitles thej individual to prac- 
tice. Accreditation refers to acknowkagment by a recpgr 
nized body that the training instituuon offers legitimate* 
training programs. / 

As figure 1 shows, the prooraures for licensure, cer- 
tification, and accreditation vwy according to the type of 
nonphysician provider. State licensing procedures are very 
different, even for similar kinds of providers. In addiftion. 
State laws are changing, and several State are revising their 
procedures with assistance from the various professional 
groups. Such rpision often involves extensive negotiations 
between, among, and within these groups to determine 
appropriate ardas of responsibility for each type of non- 
physician provider. 



\ 



Figure 1. Requirements for certification, licensure, and accreditation for nonphysician health care providers, and training 

programs, according to type of provider 



Requirements 



Type of provider 



jertification of provider 



Licensure of provider 



Accreditation of training program 



Nurse praclifioner 
(general) 



Pediatric nurse 
practitioner . 



Nurse-midwife . 



^Physician's assistant, 
MEPEX, child health 
associate 



American Nurses Association 
certifies, License and 2 
years of practice required 
for certification, but certi- 
fication is not required in 
most" States. 



No mechanism for licensure as 
nurse practitioner— regis- 
tered nurse license is ob- 
, tained prior to nurse 
' X practitioner training. Some 
>^iu'*?^ States reqiiire certification 
.'i by State ^ard^of nursing 



and/or medicine. 



American Nurses Association 
certifies. License and 2 r 
years of practice required 
for certification, but certi- 
fication is not required in 
most States. 

\The National Board of Pedi- 
atric Nurse Practitioners 
and Associates provides 
voluntary certification on 
the basis of a beginning 
competency exam, 

American Nurses Association ^ 
certifies. License and 2 
* years of practice reqilired. 

An American JCollege of 
Nurse-Midwives certification 
examination is given after 
the completion of an 
accredited program. 

National Board of Medical 
Examiners certification 
necessary to practice. 



No mechanisi 
pediatric nu! 
er~registen 

, is obtained 
practitioner 
States requi 



for licensure as 
se practition- 
nurse license 
^ior to nurse 
Iraining*. Some 
(certification 



by State boacd of nursing 
and/or medicine. , 



No mechanism for licensure as 
a nurse-midS fife— registered 
nurse licensuhre is obtained 
prior to nurse-midwife 
training. Aitierican College 
of Nurse-Mid\wves certifica- 
tion is required jn ifiost 
States. 



State licensing criteria "Vary, 
although certification is 
required by mo$t States, 
Regulatory agencies also ' 
vary, although the Board of 
Medical Examiners is most 
frequently designated. 



American Nurses Association is 
responsible for accreditation 
at the certificate level and 
the National League for Nurses 
at the master*s degree level. 



Accreditation is not required. 
Programs can volunt^rilytseek 
approval from the American 
Nurses Association (certifi- 
cate level) or the National 
League for Nurses (master *s 
degree) is responsible for ac- 
creditation at the certificate 
levcL 



American College of Nurse- 
Midwives. Programs can also 

. seek National LeagGe for 
Nurses approval at the master's 
degree level, but it is not 
required. 



American Medical Association, 
Council on Medical Education 
is responsible for program 
accreditation. 



SOURCE: Division of Nursing, Bureau of Health Manpower: Personal 



commu^i 



Nation. 1979. 
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Roles of nonphyisician providers (n 
primiiry care ^ 

Functions / • 

Delegation of physiGian tasks, both formal and informal, 
has always existed to soni^'tlMree within medical practice. 
However, ^^traditional medicmdelegation has nol included 
eveh the most simple, routine medical acts. Physical 
examination, medical history, diaghosis and treatment of 
common illnesses, minor surgery, ^n^ decisions td con- 
tinue or modify prescribed treatment (c^ convalescing or 
chronically ill patients generally have not b^en delegated" 
(Kissam, 1977). \ 
' The current emphasis on training NP's ahd PA's to 
assume physician tasks represents a shift in attitudes 
toward medical delegation. As Bliss and Cohen (1977) 
noted, * These nonphysiciarf providers are taught to elicit a 

^ complete history and perform a routine physical examina\ 
tion on all types and ages of patients. Additionally, they 
can order diagnostic procedures, can interpret results, and 
isolate abnorrfialities. They are also trained to carry out 
specific medical regimens under physician direction and 
take necessary, immediate action to preserve life in 
emergency situations. Some are trained to perform minor 
surgical services, such as the removal of a foreign abject 
from the eye or minor suturing." ^ 

The total range of services offered by NP's and PA's is 
great. However, the services they perform depend a great 
deal on the nature of the practice setting in which they 
work and the kinds-e^patients that they seer. Experiments 
have been Conducted in an attempt to establish the max- 
imum number of services that can be delegated to non- 
physician providers without compromi*sing the quality of 
care (Bureau of Health Manpower, 1978). Results from 
these experiments show ^that the majority of adult 
ambulatory care office visits can be safely delegated- to a 
nonphysician provider. 

In the triaging model used at Kaiser-Permanente and 
documented by Dr. Jane Cassels Record and her col- 
leagues, it is assumed that the nonphysician provider (PA, 

M this case) can manage all patient visits Unless there are 
indications to the contrary. Indications to the contrary 
include: 

• Presence of a **red flag" complaint, (i.e., life threaten- 
ing, higfi risk of missed "^diagnosis with sericHis conse- 
quences, high risk of rapid ''deterioration with serious 
consequences, or case management too difficult for a PA). 

• Presence of certain previously diagnosed chronic 
diseases or conditions. • • ^ 

• Application of thfe ..^^third-visit rule," which specifies 
that no patient is Do be seen three times by a ^fA for the 
same genial illness without a physician visit.^ 

. 1/ nope of these"conditions exists and if the patient does 
npt tequest to see a physician,* the patient is seen by^ PA. 
At Kaiser-Pernianente, the triaging model has resulted in 



the delegation of approximately 80 percent of adult 
ambulatory care'qffice visits to nonphysicians (Bureau of 
Health Manpower, 1978).. Although these *'outer limits" 
of delegation have rarely been approached in other set- 
tings, the documentation by Record and her colleagues 
suggests that these limits can be reached without detracting 
from the quality of care. 

In pediatrics, the emphasis for the nonphysician pro- 
vider tends to be on well-child care and the management of 
mild acute illnesses in otherwise healthy children. Sultz and 
his colleagues (Bureau Health Manpower, 1976) 
surveyed 99 programs (66 ^certificate and 33 master's 
degree) preparing NP's in infant and child health care. The 
majority of these programs prepared students to render the 
following services to well children and to children with 
mild chronic or acute illnesses: obtain or update a social or 
famil/history, obtain or update a health history, perform 
a physical exam, order lab tests or other diagnostic pro- 
cedures, decide whether to manage a patient or refer the 
\^ patient to a physician, and initiate teaching jand counsel- 
"^v i^^g- Most of the programs also prepared students to 
^assume the overall- health care management of well 
ci^jldren and children with mild acute illnesses. Only about 
hail of the programs prepared students to assume the 
healtK care management of children with mild chronic 
diseases. This is consistent with pediatricians' attitudes 
that nonphysicians in pediatrics should be responsible 
primarily for healthy children. 

The American Academy of Pediatrics surveyed a ran- 
dom sample of its members in 1978 (Burnett and Bell, 
1978). Of the 1,604 pediatricians who returned the ques- 
tionnaire (80 perce'nt of those to whom it had been sent), 
164 employed pediatric nurse practitioners (PNP's) and 
tended to favor the delegation of well-child care and the 
management of minor illnesses. "Only 34 percent favored 
delegating physical examinations of children with chronic 
illnesses, and still fewer (26 percent) favored delegating 
continuous management of children vt'ith chronic illnesses. 

Child health associates (PA's with training in pediatrics) 
are also expected to confine their practice to the care of- 
well children as opposed to the care of children with severe 
or chronic illnesses (Silver and Hecker, 1970). 

"Smith (1973) reviewed the literature on nonphysician 
providers in pediatrics. He observed that a number of 
studies of pediatric practices found th(at pediatricians saw a 
large number of well patients and spent at least 80 percent 
of their time either in well care or in treating minor ill- 
nesses. This means that even if nonphysician providers 
were limited to well-child care and care of minor illnesses, 
, 80 percent of pediatricians visits could be delegated. If 
nonphysician providers also managed certain chronic ill- 
nesses, the percent of delegated visits would be even 
higher. 

^ Nurse-midwives, who care primarily for healthy women 
in their childbearing years, also emphasize the care of well, 
rather than ill, patients. The American College of Nurse- 
Midwives (AGNM) defines nurse-midwifery as' '*the 
independent management and care 6f essentially normal 

* newborns and women antepartally, intrapartally, postpar- 

. - : ^49 



tftlly, and/or gynecolbgically, occurrir^ within a\ealth 
care system that provides /or medical consultatioa^, c6l- 
lahorative management, or referral . . /'JAmericaji Col-^ 



;e of Nurse-Midwives, 1978). ^ J' ^ 



Although nurse-midwives are trained to care for the 
newborn, most provide only immediate care Uo the 
newborn. In its 1978 report, **Nurse Midwifery in the 
United States, 1976-1977," ACNM noted that *Mn mok of 
their work settings, nurse-midwives' contributions to 
infant care ar6 directed predominantly at education and 
support of mothers" (American College of Nurse- 
Midwives, 1978). 

The authors suggested that the distinction made in the 
hospital setting between obstetrical care, which ends after 
the infant's birth, and gynecological care (for the'mother) 
and pediatric care (for the baby), which begin after the 
infant's birth, may partly account for the nurse-midwife's 
limited participationv in the care of the newborn. In 
nonhospital settings where continuity of care is stressed 
(e.g., nurse-midwife services or private practices), nurse- 
midwives-are likely to assume responsibility for both the 
mother andNlhe baby during the first post p^rtum days. 

As care is currently strQctured, the primary focus of the 
nurse-midwifeS^on the mother. Of the nurse-midwives in 
clinical practice surveyed by ACNM, more than three- 
fourths (from 76 to 95 percent, depending on the^general 
task) managed patient care prenatally, in labor and 
delivery, and post partum. They also conducted the 4-6 
week post partum examination. With respect- to family 
planning services, almost all of the nurse-midwives 
prescribed and supervised pral contraception, and three- 
quarters of them inserted intrauterine devices (American 
College of NttTse-MidwIves, 1978). Respondents to the 
ACNM survey diagnosed a wide range of conditions but 
were less likely to treat than to diagnose these conditions. 
Again, this distinction between diagnosis and treatment is 
consistent with the view that^the nurse-midwife is responsi- 
ble for care of vyeirpatients rather than ill ones. 

Although most of the work of nonphysician health care 
providers involves routine health care and the cai'e of mild 

tte illnesses or injuries in essentially healthy patients, 
y can also care for seriously gr chronically jill patients. 
Friedman (1978) cites a study carried out by t^>e American 
Hospital Association in 1976. In* this sUrvey, 5,734 
hospitals were questioned.about nonphysician providers. It 
was found that PA's were pract\j;ing in 20 percent of the 
reporting institutions, andNP's were practicing in II per- 
cent of them. Many of these nonphysician health care pro- 
viders were providing primary care serviced in hospital 
clinics, but others were working with seriously ill patients, 
as surgical assistpts, and in long-term care of chronically 
ill patients. - 

..Accountability ^ 

NP's and PA's perform medical acts under physician 
supervision. The identified physician supervisor is then 
^ legally 'responsible. However^ State requirements for 
physician supervision vary widely, (n States where these 
requirements are specified /they range from-'continuous 



'physician presence to communication, by telephone 
adherence to a protocol, availability of a plan for emergen- 
cies, or physician review ofchjurts. * l. . 

Physician accountability and physician supervision in 
some ^orm are always require4,for NP's anfl PA's when 
they are actually performing tasks traditionally performed 
by the physician. However, a small number of PA's (16 
percent) and an even smalier number of NP's (12 percent) 
deliver primary care in remote or * 'satellite" clinics where 
continuous, direct physician supervision may be difficult 
. or impractical to achieve (Light, Grain, and Fisher, 1977; , 
Bureau of Health Manpower^976). Physician supervision 
imder these circumstances TOy be maintained through, 
various combinations of telephone contacts^ standing 
orders, protocols, periodic physician visits, or ' chart 

reviews. J 

Through evaluations of practices in such;sit'es,^t has 
been found that nonphysician providers do operate * '^he 
appropriate dependency relationship with the physicmn, 
consulting or referring on all but routine medical prob- 
lems" (Hill, Holcomb, and Wert, 1975). It was also found 
that theset-providers can manage a large proportion of 
patient complaints without consulting a physician (Kirk et 
al.,J971). 

^s the degree of physician supervision required foe npn- 
physician providers' varies from State to State, so do the 
specific tasks that they are permitted to perform; Miller 
and Byrne (1978) recently analyzed legislation regarding^ 
NP's and PA's in depth. They reported that NPIs, unlikr 
PA's, are able to prac^e in some States without signifi- 
cant change In regulatory statutes. In these States, NP's 
perform in an e^fpanded role that is an extension of the 
nursing role already defined by Nurse Practice Acts fojtf 
many years. As of 1975, 30 States had enacted amend-^ 
ments to their Nurse Practice Acts that allowed nurses to 
perform diagnostic and treatment functions. In contrast, 
the role of the PA is entirely new and requires enabling 
legislation. By 1976, 37 States recognized PA's aS depen- 
dent providers of medical services under the supervision of 
licensed physicians. The regulation of NP's and PA's is 
co^tantly changing as State legislatures and regulatory % 
agencies respond to changes in Federal reimbursement 
policy and in definitions of the resppnsibilities of these 
providers (Miller and Byrne, 1978). v 

A legal problem particularly important to rural health , 
clinics, involves prescriptioji writing. A number of States t 
explicitly prohibit the writmg of prescriptions by PA's; 
others prohibit it for both NP's and PA's; still others place 
certain limits on the writing of prescriptions by nonphysi- 
cians (Miller and Byrne, ^78). In clinics where the physi- 
cian is not present at all times to countersign prescriptions, • 
prohibition or curtailment of prescription writing by non- 
physicians may Ijinit the extent to which they can manage 
the treatment of a patient. 

This particular problem rbflects an underlying uncer- 
tainty concerning the extent to which a nonphysician can 
function independently. It seems likely tipt some relaxa- 
tion in the requirements for direct on-siteJphysigan super- 
vision win be necessary in many States if these providerl"^ 



are to provide^ health care on a significant scale in 
physician-shortage areas. r ' 



Reimbursement 

Before the passage of the 1977 Rural Healthtlinic Services 
Act, the Social Security Administration conducted an 
experiment whereby some rural medical practices received - 
reimbursement under Medicare jfor services supplied by 
NP's or PA's. An evaluation of tiiis ''Physician Extender 
Reimbursement Study" concluded that these practices pro- 
vided "more visits per $1,000 of practice cost, at a higher 
quality of care, and with less charge to the patient or third- 

.party payer than do*' traditional practices" (System' 
\ Sciences, 1978). This positive evaluation may lead to 
gradual liberalization of all reimbursement policies. 
However, the majority of third-party payers hav© not yet 
1^ changed their reimbursement policies. ^ 

The Rural Heahh Clinic Services Act of 1977 (P.L. 
95-210) does indicate a shift in^overitm^ntal policy 
toward jrthe-^rctmbursemcnt^'^ ^ nonphysreian servtcesr" 
e&peciariy;;in*physician-shortage areas. The act provides 
Medicare and Medicaid coverage for medical services fur- 
nished by a qualified NP or PA in a certified oXx^xc, But, 
the provisions of the Rural Health Clinic Services At itself 
are relatively limited. 

First, only rural clinics ^e included. During House hear- 
ings on the Rural Health Clinic Services Bill, the Depart- 
ment of Health, Education, and Welfare recommended 
that reimbursement be extended to clinics staffed by non- 
physician providers in medically underserved urban areas 
(U.S. Congress, 1977). The act provided for the initiation 
of a "Physician Extender Reimbursement Study" of urban 
practices to be completed by 198^ . Reimbursement otfioii- 
physician services in urban clinics will require further 

f legislation, . . 

Second, only clinics without* a full-tinfie physician are 
included. 'Onlj^ 16 percent of-^^'s (Light, Crain, and 
Fisher, 1977) and 12 percent of Nl^'s (Bureau of Health 

' M[ahpower, 1976) practice in setting where physician 

• supervision is indirect. During the House hearings*, the 
Department of Health, Education, and Welfare also 
recommended that coverage be extended to clinics in 
underserved areas that had a full-time physician on the 
premises. Physician-directed clinics in medically 
underserved rural and urban areas m\\ be included in the 
second reimbursement study, but again, reimbursement of 
nonphysici^n services in physician-directed clinicr^ will 
require further legislation. • " . \ 

Third, only clinics employing "pramary care praoic 
tioners" are covered. A primary care practitioner is 
defined as 4 "nurse practitioner or a physician assistant 
who performs such services as he (sic) is legally authorized 

tto perform" (U.S. Congress, 1977). According to current 
interpretation by the Health Care Financing Administrar 
tion, nurse-mid wives are not included as primary care 
practitioners because they are perceived as providing 
"episodic" as opposed to "primary" cdre, While the 



presence of an NP or PA on the staff of a rural health 
clinic may entitle the clinic-to certification so that it can - 
receive reimbursement J[0r nurse-midwife services, clinics* 
staffed only by nurse^ii^thvives are not at this time con- 
sidered eligible. Sin<^ nurse-micjwives can perform a» 
significant role in reducing mater naf and infant, mortality 
in medically underserved areas, this limitation is ah impor- 
tant one. - 

Fourth^^ reimbursement for nonphysician services is cost- 
related rather than charge-related^ ^^9nphysician services 
under Medicare and Medicaid are reimbursed orr the basis 
of the "reasonable cost" of the service, an^ physician serv- 
ices are reimbursed on the basis of the '-^prevailing charge" 
for the service. Reimbursement based on the reasonable 
cost of a servicers lower than reimbursement based on the 
prevailing tharge. 

The evaluation of the initial "Physician Extender Reim- 
bursement Study" recommends further study to determine 
"rates of reimbursement which provide an economic* 
incentive to hire physician extenders^ and still serve the 
natignal purpose of containing medical .costs and main- 
taining quality of care" (System Sciences, 1978)7 ' 

Level o( reimbursement was to have been levaluated in 
the study, hut the researchers were unable to induce clinics 
to participate at anything less than the maximum reim- 
bursement level offered. As a result, data on optimal reim- 
bursement levels were not collected. A number of experts 
have theorized that the differental remuneration of physi- 
cians and nonphysicians providing the. same service 
discourages the use of nonphysician providers (Scheffler et 
al., 1978; Schweitzer and Record, 1977). It provides no 
economic incentive for .physicians to delegate services to 
nonphysicians or for nonphysicians to develop or seek 
employment in satellite clinics. 

Last, 'legal.constrai|its may affect the application 'of the 
act even in those clinics that might otherwise qualify. Legal 
constraints against the use of nonphysician providers in 
satellite clinics exist in a number of States. 

Rural health clinics can be certified only if the State does' 
not explicitly prohibit the delivery of health care by NP's ^ 
or PA's. Even where State laws are congenial to changed 
reimbursement policies, legal ambiguities and inconsisten- 
cies may cause supervising physicians to be reluctant to 
work with nonphysicians. 



Considerations 

Quality of care 

The literature assessing the quality- of care ^rendered by 
NP's and PA's is extensive, but these studies tend to 
examine small number of providers "functioning in a 
limited number of settings under- varying guidelines 
(Lawrence, 1978). It is unclear the exteritio which findings 
from these studies can be applied to the majority of non- 
physician health oare providers or ti^ wl3e range of health 
problems. Researcher bias.is a problem in a number of 
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studies 'because evaluations were often carried out by indi- 
viduals involved in the program being evaluated. s/ 

Cohen and others (1974) reviewed findings concerning^ 
lithe quality of care rendered by nonphysician providers. 
They concluded that NP's and PA's were abje to perform 
specific activities as well as^he physicians with whonfi they 
were compared. Using contihi^y of care as one indicator 
of quality of care, the reviewerk found evidence that the 
use of nonphysician health care providers resulted in con- 
tinuity where care had, pre vioysly been fragmented. 

One of the few experimental studies covered in the 
review included before and after measures of the health* 
status of patients randomly, assigned to either a nurse prac-*^ 
titioner or a physician for health care (Spitzer et al., 1974). 
Quality of care was further assessed by evaluating* how 
each of the practitioners managed a series of 10 indicator 
conditions" and prescribed 13 common drugs^ At the end 
of the experimental period, the health status of patients 
receiving care' from NP's was similar to that of patients 
receiving care from physicians. For 167 monitored 
episodes of Oar^managed by two NP's, 69 percent were 
rated as adequate; for 225 episodes managed by two physi- 
cians, .61 percent received that rating. In the case of drug 
prescriptions, 75 percent of the 284 prescriptions by physi- 
cians were rated adequate, while 71 percent of the prescrip- 
tions by NP's were given that rating. The sobering fact Js 
that more than 30 percent of all health care providers 
monitored failed to receive a rating of adequate for their 
management of an episode of care, and approximately.25 
percent failed to receive an adequate rating for prescribing 
a commt)n drug. Still, the study does support the 
reviewers' conclusion thtit the use of NP's in primary care 
does not' detract from the quality of care proVided. 

Cohen and the others examined ^studies up to 1974. 
However,,, studies reported since the completion of their 
review support their conclusion that use of nonphysician 
providers does not Comproftiise the quality of care. For 
example, a study of physitriart and physician assistant 
management of four routine ;pfoblems (sinusitis,, otjtis 
media, pneumonia, and bronchitis) was carried out at 
Katiser-Permanente {Recprd, Hurtado, and O'Bannon, 
1977). It was found that PA performance comparedvWell 
wi'th physician performance in the management of these 
problems. 

. ' More' recently, a comparison of 70 practices employing 
hoftphysfcians with 50 practrces not employing ironphysi- 
cians was conducted as a part of the "Physician Extender 
. Reimbursement Study" already mentioned (System 
Sciences, 1978). It was concluded that practices employing 
nonphysicians may provide a higher quality of care than 
those not employing nonphysicians. This study foll^k^ed 
the management of a set of three '-tracer" or ''indicator" 
conditions for which diagnostic and therapeutic pro- 
cedures were well established. ManagementHwf the three 
conditions (urinary tract infection, adult onset diabetes 
mellitis, and essential hypertension) received more ade- 
quate ratings in the practices employing nonphysicians 
than in the other practices. 



Methods for measuring quality of, care need further 
development. Also needed are'further evaluations of non- 
physicians 'managing a wide range of conditions in a 
variety of settings^ However, the weight of existing 
evidence supports the WewlKat care provided by nonphysi- 
cians for a number of routine or less complex problems, 
compares favorably to that provided by physicians. 



Patient acceptance 

In a revi^of studies"o!>fttlenl^acceptance, it was noted 
that "high acceptance is reported for nurse practitioners 
and physician assistants functioning at alf levels of inde- 
pendence, delivering many types of care, functioning. in all 
settings, and performing varied activities" (Ruby, .1977). 
The author cautions, however^ that man/ studies are 
characterized by evaluation bias and measurement prob- 
lems, and the limits of patient acceptance are not yet 
established. In, addition, studies o|i patient acceptance 
ha^e been shortnerm ones; patient acceptance over long 
time periods has not been studied, 

A^ recent summary of studies of patient acceptance 
points to severahfactors influencing attitudes tovyard non- 
physician providers (Lawrence, 1978). These are the 
patient's educational level, the patient's experience with 
the kind of nonphysician provider being studied, and tfe 
kinds of services that the provider is giving. Patients who 
have higher educational levels or who have previously 
received care from a nonphysician provider express more 
positive attitudes toward these practitioners than others. 
Patients are more likely to accept routine services, such as 
taking medical histories and giving physical examinations, 
from nonphysician providers tlfan they a^e services for 
"worry-inducing" problems, such as chest pains Or breast 
lumps. However, studies that^take into account the various 
factors affecting patient acceptance and the relationships 
between these factors are lacking, so the process by \yhich 
nonphysician providers gain or fail to gain patient accept- 
ance is only partly understood. 

Even with its deficiencies, the literature on patient 
acceptance supports the idea that' patient attitudes are not 
a" barrier to using nonphysician providers, especially when 
patients are familiar with the concept of these providers « 
and the roles that they are qualified to perform. 

Physician acceptance 

A number of factors affect a physician's willingness to hire 
a nonphysician healthuCiare provider. One of the most 
important seems to be how busy a physician is and how 
much extra help is needed as a result^ In a survey of d 
national probability sample of 6,092 physicians in 1976, it 
was found that "lack 'of need for any additional 
persoRnel" was given by the physicians 41 percent of the 
time as a reason for not wishing to employ a PA (Scheffler^, 
1978). In its study of pediatricians, the American Academy 
*of PWiatfics (AAP) found that pediatricians often gave a 
similar explanation for not hiring pediatric nurse practi- 
tioners (PNP's) (Buriiett arid BjeM97g). . 



,^ ^ Also, legal constraiittX and reimbursement problems 
, " may discourage a physician from hiring a nonphysician 
health care provider. Scheffler (1975) reported that licen- 

* sure, malpractice insurance; and third-party payment 
problems represented 24 percent of the reasons given by 
physicians for not employing PA's, and lack of acceptance, 
of PA*s was an important reason 18 percent of the time. 
Increased professional liability premiums were mentioned 
in the AAP study as a disadvantage "of employing PNP/s. 
Almost three-quarters of the pediatricians surve 

, thought that employing PNP's would affect their profes- 
sional liability premiums (Burnett and Bell, 1978). 

On the other hand, there are definite incentives to hiring 
nonphysician health care providers. Almost'all (95 percent) 
• of the employers of NP's questioned in one large scale 
study gave ''improved quality of care" as a reason for hir- 
ing NP's (Bureau of Health Manpo\yer, 1976), In a more 
recent study of NP and PA employers, it was found that 
physicians hire nonphysician health cgire providers to 
decrease work pressure, to spend time on more complex 
cases, and to increase the amount of patient education pro- 
vided (System Sciences, 1978), 

The settings (for example, solo, group, or health 
maintenance, organization) in jj^hlch physicians practice 
also affect their willingness to hire nonphysicl^ providers. 
The AAP report noted that there was a great diversity 
among respondents^ depending on their practice jsettihg. 
' When ' presented with a list of positive and negative 
statements about PNP's, solo practitioners \tere least 
. likely to express a po§i,tive attitude toward these providers. 
Mixed-specialty group practitioners were the most positive 
toward PNP's, and single-specialty groups gave responses 
that were be^tween the responses of the other two kinds of 
practitioner (Burnett *and Bell, 1978). The. authors Of the 
AAP repoiydid not offer reasons for these differences; 
but, It seei(is likely that the cost-benefit ratio for employ- 
ing a nonphysician is less favorable, in a small practice 
be9ause the number of patients may be too few fo offset 
the . need fpr more office space, higher malpractice- 
premiums, and greater demands on the physician's time to 
. provide supervision and consultation. In large practices, 
relative costs may not be as high, while the number* of 
delegable visits is probably greater. In addition, physicians 
. • in multispecialty practices may be able t€ practice more 

* exclusively within tt^r specialty because of presence of 

* nonphysician providers. It is important to remember that 
only pediatricians were questioned in this study; preference 
patterns may be different for other specialties, i Also, the 
literature on nonphysician providers contains many 
exani)ples of successful physician-nonphysician teams* in 
solo practice. 

Even though physicians may have positive attitudes 
toward the' nonphysicians they employ^ they may not 
always be willing to delegate appropriate tasks. Studies 
• show, that discrepancy often exists between what physi- 
cians think can or should be delegated and what they 
actually do delegate. For example, in one study, internists 
expressed a willingness to cfelegate many more tasks than 
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they did (Riddick et al,, 1971), Anotftr study showed !hat 
task delegation in orthopedics could be increased from 10 
percent to perhaps 50 percent if orthopedists entrusted to 
nonp^^ysicians all the taski that they felt **could" or- 
**should'* be delegated (Division of Medicine, 1977). 
Sin||larly, in the AAP surv^fey, pediatricians were asked to 
describe tasks that could be delegated under *Mdeal" 
conditions' and those that were delegated under current 
conditions. Pediatricians who employed PNP's and 
pediatricians who did not employ them both indicated that 
they vyould delegate more tasks under ideal conditions than 
were being deleg^ied under current conditions. 

Some reasons for physicians' reluctance to delegate Mve 
been identified. A study of a nationaMongitudinaf sample 
of NP's 2^nd their^ employers was conducted from 1973 
through 197&, It was found that nearly 90 percent of the 
500 primary cart'f^NP's who responded and 75 percent of 
the 407 employers who responded had encountered one 
barrier or more to **role development" of the NP in the 
practice setting. Specific barriers reported by 20 percent or 
more of the NP's and employers were legal restrictions, 
limitation's of space and facilities, and resistance from 
other providers (Sullivan et al,, 1978). ^ ' * , ' 



Nonphysician provider satisfaction r 

Another important factor in' assessing the viability of non- 
S physixrian providers in primary care is whether or not i 
qualified individuals can be attracted to and retained in 
this career field. Studies of national samples of PA's and 
NP's have found that job satisfaction for these providers is 
relatively high. ^ , 

When, scores measuring job satisfaction for PA's: are 
compared with individuals from other occupational 
groups^ they are most similar to those fpr physicians and i 
lawyers (Perry, 1976). When asked to respond to the state- 
ment **It is. one of the most satisfying careers one could 
follow," 81 percent of nearly 1,000 PA'§ questioned 
agreed that this statement described their career. Eighty- 
seven percent agreed that **My career as a physician assist- 
ant has lived up. to the expectations I had before entering . 
it," ^ 

Those characteristics that seem to be most strongly 
related to job satisfaction for PA's are role support by the 
physician, perceived career opportunities, anti an adequate 
level of responsibility for patient care (Perry, 1976), 

In a study of NP's, 9?^percent expressed some degree of 
satisfaction with their career choice, although only 63 per- 
cent stated that they were *'v^y satisfied" (Bureau of 
Health Manpower, 1976), Th^reatest sources of dis- ^ 
satisfaction were **pay and benefits," '^administrative 
^iimate within setting," and ^'proportion of tiipe spent on 
* ' nonprofessional tasks," 

The role of PA often presents an avenue of upward 
mobility for individuals in allied health fields" or indi- 
viduals from lower-middle class backgrounds, and the role 
of NP presents an opportunity for upward mobility \yithin 
nursing. Because of this, continuing opt)ortunities for role 
development appear to play at least some part in the job * ' 
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satisfsteUon of these providers. More research on job 
satisw!tion might provide useful informatiort as these 
. relafively n^. pYofessions continue to change and grow.. 
Since job satisfaction has not been well-researched, it is* 
impossible to say whether obstacles to^areer opportunity 
^ will pose a problem for employers wishing to retain a non- 
physician provider. Other factors related to job satisfac- 
tion—such as^practice and job characteristics, personal 
and backgrouAd characteristics, and role relationships in 
' the employment setting— also need further study. 

Productivity and cost<^ffectiveness 

Studies using comprehensive and valid measures of the 
cost and productivity of nonphysician providers are 
generally small in scale and confined to a particular kind of 
practitioner and practice setting. It is not really Dossible to 
generalize from these studies. More compreherfflve studies 
often lack detailed* or precise measures of the tasks per- 
formed by the nonphysician, the number of office visits 
measured, the\time spent in patient care, and other rele- 
vant factors. 

For th€»»purposes of health planning and policy, it is 
important to be able to compare the cost and productivity 
of the nonphysician provider with the cost and pro- 
ductivity of the physician. Methods used to measure these 
factors differed greatly in the studfe^ of nonphysician pro- 
viders, and differences are still greater when information 
on nonphysicians is compared with information on physi- 
. cians. ^ - . *- 

In addition, there a;e relatively few multivariate 
analyses of provider-patient encounters. As a result, little 
information is available about what determines the dura- 
tion of a visit, the amount of time spent in various 
activities, and other concerns for either physicians or non- 
physician providers. Consequently, few conclusions can be 
drawn about the effects of practice setting, specialty, or 
type of provider. 

Some of these problems could be alleviated if the defini- 
tions of variables and the methods used to measure them 
were standardized for futura research efforts. These could 
then be used in major studies of nonphysician providers 
and tied to those used in studies of physicians/In^is way, 
the information from the two types of studies.could be 
compared. If the various ongoing studies of nonphysician 
providers could be made compatible in terms ofXesearch 
design, then a data base could be developed to analj^ze the 
cost and productivity of the providefs. It would be helpful 
if these regular surveys were supplemented by observa- 
tional studies of small, random samples of resppndents in 
practice settings. Finallji, the data gathered from the dif- 
ferent studies of nonphysician providers couljJ be incor- 
porated into a comprehensive data base for studying task 
delegation. * \ , / 

In the meantime, attempts are being made to compare 
existing data sets with one another and to draw conclusipris 
aboul cost-effectiveness arid other issues. Inn recently 
Completed study by Record and her colleagues (197^, the 
/cost-effectiveness and productivity of NP's and l^A'S in 



ambulator care for adults and children were investigated. 
The study involved an exhaustive literature search and a 
detailed analysis of '400 artjcles containing empirical find- 
ings concerning delegation, productivity, and cost. 

Record and her colleagues focused on 15 studies that 
used office visits as a measure of* delegation and asked . 
what percentage of physician office visits could be • 
delegated to nonphysicians. Experience would suggest that 
safe delegation jcould be as high as 80 percent^ in adult, 
primary care and 90 percent in pediatrics (Record et al., 

1978) , even though actual delegation varied widely accord- 
ing to practice setting. Actual delegation, howpver, is 
influenced by a number of factors. Among them are prac- 
tice characteristics (i.e., setting, practice structure, age of 
.practice), provider characteristics (i.e., role strain, legal 
issues, reimbursement), and market characteristics (par-^ 
ticularly level of demand). The greatest degree of delega- 
tion would most likely occur in some health maintenance 
organizations, where 65-85 percent erf office visits were 
delegated to nonphysicians. The least delegation 
apparently takes place in solo practice settings; studies 
showed that only up to 40 percent of office visits were 
typically delegated to nonphysicians. 

Studies of the relative productivity of physicians and / 
nonphysicians are inconclusive. Whether observed dif- 
ferences in productivity result from differences an)ong the 
providers themselves or differences in the kinds of patients 
and problems they <nanage cannot be determined f/om 
available data. A Congressional Budget Office repdrt on 
nonphysician providers (Congressional Budget Office, 

1979) concluded that NP's see about 60 percent as many 
patients per hour as pl^sicians, and PA's see about 90 per- 
cent as many. One reason for the somewhat lower overall * 
productivity of NP's in contrast to PA'^ may be that NP's 
provide nursing care and medical care while PA's give only 
miedical care. In situations where nursing functions are 
assigned to other nursing staff and only medical functions 

\ are performed by the NP, the productivity of the NP 
>y6uld probably be closer to that of the PA. 

To properly evaluate productivity in practices that use 
nonphysician providers, physician time allocated for con- 
sultation with and supervision of nonphysician providers 
must be considered. Record and her colleagues (Record et 
al., 1^78) found within the Kaiser-Permanente system that 
10 percent of a physician's time was required to provide 
support for each PA., The substitution ratio of physicians 
to nopphysician providers appears to be between .50 and 
.75, 'depending upon the setting or context (Record et al., 
J 1978; :ScheffIer, 1978). This means that 11/2-2 tfOnphysi- 
/ cian providers, can substitute for one physician. ^ ^ 

The Congressional Budget Office jreport estimates that | 
' nonphysicians cost about one-third to one-half as much as 



5 This figure is the percent of office visits in adult primary care for 
which PA's were deemed competent at Kaiser-Permanente in Portland. 
Record and her colleagues applied the Kaiser-Permanente criteria to data 
fpm the National Ambulatory Medical Care* Survey (NAMCS) and 
estimated that the figure for NAMCS might be nearer 75 than 80 percent 
because of differences in case mix and other variables. 
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physicians to employ; this includes supervisory costs (Con- 
gressional Budget Office, 1979). Since the costs of supplies 
and support personnel seem to be similar for physicians 
and nonphysicians (Congressional Budget Office, 1979; 
Record et al., 1978), nonphysicians appear to be cost- 
effective substijtutes for physicians in appropriate areas of 
carCv 

. Nonphysicians are also less expensive to train than, 
physirfans. Training expenses for a medical student are^ 
greater than $60,000, while training expenses foir NP's^wld 
PA'S, are less than $12,000 (Congressional Budgjet Office, 
i979). 

Findings concerning the effeW^ of nonphysician pro- 
viders on the prices charged for medical care are less clear- 
cut. Although reductions in the costs of health care may be 
passed along to^the consumer, in some case^e^ctra practice 
income is absorbed by the physicians. In other cases physi- 
cians choose to keep their income unchanged ip otder to 
work fewer ht)urs (Congressional Budget Office, 1979). In 
general, however, employment of nonphysicians 
apparently lowers the price of health care to some extent, 
Jhe * 'Physician Extender Reimbursement Study" found' 
that the average billings per visit to patients and third- 
party payers were somewhat lower in practic/ss that 
employed nonphysicians than in those that did not. 




This chapter has dealt with the supply, training, and 
deployfiient of nonphysician health care pro^^ers in 
primary care- Research findings suggest that these^ro- 
viders, with physician supervision, can manage a SUbstgiri- 
tial number of the tasks tradftionally performed by the 
physician .without compromising the quality of care pro- 
vided. These tasks would depend on care setting and 
patient mix. In addition, health care by nonphysicians can 
often be provided at considerable cost savings, Generially, 
acceptance of nonphysician providers by patients and 
physicians has been high. However, some physicians, 
remain unwilling to delegate tasks for many reasons, 
including legal ambiguities and limitations on reimburse- 
ment for nonphysician services, , 

The number of nonphysician providers has grown 
significantly in the last decade,. This growth can be 
attributed, at least in part, to increased Federal funding of 
training progrants. However, full use of these providers 
will require an increased level of responsibility and legal 
authority for them as well as major changes in the reim- 
bursement policies of third-party payers. 
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CHAPTER IV 



Medical Technology Assessment — 
Greater Research Commutiity Involvement * 



Introduction 

~y~ — I — ; • V — 

During the last few decades, the roles' that science and 
technology play in medicine haye rapidly expanded. Every 
year large numbers of new preventive, diagnostic, or 
therapeutic technologies are transferred from research and 
development to jpractice. 

While biombdical research and technological innovation 
have led to mkfked improveriiejits in health and medical 
care, some serious questions about the appHcatioti of 
technologies have been raised in recent years/ Some Of 
these questions involve the appearance of serious "side 
effects" from certain medical ppcedures, the ethical prob- 
lems pose4 by use of mecjical technologies, and the con-" 
tribution of technological inii|ovation tp rapidly rising 
health care costs. . . 

Evidence indicates that a humbisr of technologies have 
been widely accepted! by pfactitioners without adeqwte 
information about potential benefits, risks, cost- 
effectiveness, and societal impact. tlie- other extreme, 
some well-validated innovations have been slow to reach 
the practicing community (Stross and Harlan, 1979). Thus, 
efforts are being made to improve both assessment of 
medical technologies and dissemination of information 
regarding these technologies. I 

In 1976, amid growing concern about the need for more 
effective health technology assessment, the President's 
Biomedical Research Panel <nd several members of. Con- 
gress suggested that the National Institutes of Health 
(NIH) take the lead-in improving the process for transfer- 
ring information pertinent to health care from the research 
community to the practicing community and the public. * 
. At that time, NIH» as jlhe principal biomedical research 
agelH^y of iUs Federal Government, was supporting a wide 
variety of finical investigations, including almost 1,000 
clinical trials. Through clinical trials, new and superior 
medical interventions may be identified and validated, o^; 
inefficacy of established procedures may be demonstrated. 

The^ tr^itional means for disseminating results from 
clinical trmls has been to publish them iy medical an^^ 
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scientific journals. Although this works well enough within 
the research community, most health care!^ prbyiders 
require something more. Health care providers >yant to 
know that a new technology has indeed been validated for 
-^efficacy and safety as Well as the extent to which the valida- 
tion is authoritative or widely supported by the. Research 
community, ' ^ . 

In this process of "technology transfer" from clinical 
investigation to jnedical practice, (^elay in transfer has* 
probably not beerf the main problem. Rather, the problem 
has been the absence of a mechanism :to promote the 
widest and most effective use of the .new development. In 
the past, no formal process existed to assure that a^ 
technology was validated for safety and efficacy. As a 
result, the practicing community, third-party payers, and 
others had little guidance in choosing among various 
technologies. 

To alleviate this problem, NIH outlined a proposal in 
early 1977 fora new technology assessment effort referred 
to as "consensus development." The proposal recom- 
mended that new formal channels of communication be 
opened. These channels were to transmit information 
about clinically relevant research findings more effectively 
among the biomedical research community, the practicing 
medical community, and the public. NIH was to be the 
catalyst for this new approach. The process \^^s designed 
to complement, gfiot replace, traditional disseminaition of 
research data through publication in medical periodicals. 

A primary objective of the plan was to draw the 
biomedical research community much further into formal 
assessments of new technologies and preparation of infor- 
mation for use by practitioners, third-party payers, 
regulators, and the public. The key component was Con- 
sensus development— a bringing together of research scien- 
tists, practicing. phy^cians, consumers, and others in an 
effort to reach general agreement on the efficacy and 
safety of a specific medical technology. Although.lthe 
emphasis was to be on scientific consic|brations, ethical 
issues and cost implications also were seen W potential sub- 
jects for discussion. ^ 

This new technolcfgy assessment program .was imple- 
mented in 1977, and the first consensus development coi^ 
ference was held that September. In all^ 12 consensus 
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development conferences were held (iMring 1977-78, the 
first year of the program, covering a range of subjects 
from dental implants to treatable brain damage in the 
elderly. The 1979 schedule includes 11 consensus con- 
ferences on other varied topics. Many of these conferences 
Avill -place increased emphasis on economic analysis. 

To coordinate and provide technical assistance to NIH 
technology assessment activities, the Office for Medical 
Applications of Research (OMAR) was formally estab 
lished within NIH in October 1978. OMAR works with the 
bureaus, institutes, and divisions at NIH to promote effec- 
tive distribution of technology asSessme^nt information to 
the academif biomedical research andl health care com- 
munities- and the public. OMAR monitors the progress and 
effectiveness of NIH technology assessment and the 
dissemination of the resulting information. 

At about the same time that OMAR was established, the 
95th Congress was passing legislation (the Health Services 
Research, Health Statistics, and Health Care Technology 
Act of 1978) to create a National Center for Health Care 
Technology (NCHCT). President Carter signed the bill 
into law (P.L. 9^5-623) in November 1978. , 
Under that legislation, NCHCT was -established within 
the Office of the Assistant Secretary for Health, Depart- 
ment of Health, Education, and Welfare (HEW). NCHCT 
.coordinates the Department's technology assessment 
activities, makes recommendations on the appropriate use 
of new anftjexisting technologies, and sets priorities for 
technology assessment. In carrying out these respon- 
sibilities, the Center encourages, undertakes, and supports 
researcfi in .thr^ major areas: factors affecting the use of 
health care technolofl||s; methods for disseminating infor- 
mation 6n health caff technologies; and the safety, effec- 
tiveness,, and social, ethical, and economic impacts of 
specific medical technologies. Furthermore, NCHCT 
makes recommendations to HEW's Health Care Financing 
Administration (HCFA) on the cost-effectiveness, appro- , 
priaten'ess, and medical vsflidity of various technologies. 
tJCFA then uses this information in its deliberations qn 
Medicare and Medicaid reimbursement. 

NCHCT and OMAR work with the Congressional^ 
Office of Technology Assessment (OTA) to improve the 
Government's health technology assessment activities. 
OTA was created in 1972 as an advisory arm for Congress, 
providing legislators with independent data about poten-. 
tially ^eneficial and harmful effects of technological 
applications. ' . \ \ ^ 

The remainder of this chapter is devoted to sum'maries 
of selected NlH consensus development conferences con- 
' vened during *1977-78. Topics covered are breast cancer 
.screening, antenatal diagnosis, and surgical treatment of 
morbid obesity. 



Breast cancer screening 



— ^ — 

Breast cancer is the most common form of cancer among 
womeniln 191 
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nearly 35,000 women died from cancer of 



the breast. While breast' cancer mortality is declining in 
women under ?0 years of age, the death rates for women 
50 years 'of a^e and over are rising rapidly. Although 
relatively little (? known about the prevention of Breast 
cancer, the chance for survival appears to be good if the 
cancer is found and surgically removed before it spreads. 
Thus, efforts to control breast cancer have concentrated 
on large-scale population screening to assure early 
diagnosis and treatment. 
Screening for breast cancer can include many modali- 
^ -ties, fjtom encouragement of self-examination to clinical 
examiMtion, including mammography (X-ray exami- 
nation of the breast) and thermography (a procedure ' 
which measures differential breast surface'temperature to 
diagnose breast cancer). Although it has been suggested \ 
recently that self-examination is effective in detecting 
cancer at an earlier stage (Foster et al., 1978; Greenwald et 
al., 1978), most screening efforts have concentrated on 
physician examination with mammography. N^ammo- 
graphy was first u3ed in 1913, but it became common in the^ 
1960's after a clinical trial showed that it provided a<^curate 
diagnostic data (Office of Technology Assessment, 1978). 

The major impetus for using mamflmogfaphy in a screen- 
ing program (i.e., for detection of breast cancer in the 
routine examination of a population of asymptomatic 
women) was provided by thest^idy conducted in the Health « 
Insurance Plan (HIP) of Greater New York (Shapiro, 
1977). The HIP study was a randomized controlled trial, 
initiated in 1963, that was ''designed to test whether ^ 
periodic screening with clinical examination and mam- 
mography results in reduced /breast cancer mortality 
among women aged 40-64 years" (Shapiro, 1977). The 
results showed that the combined modalities of physical 
examination and mammography resulted in a 40;percent . 
reduction ih mortality among, women 50 years of age and 
over but provided no evidence of a reduction among 
women under 50 years of age. 

Early findings from the HIP study led to the initiation of 
Breast Cancer Detection Demonstration Projects 
(BCDDP) during 1973-74 at 29 locations around the coun- 
try under the auspices of the National Cancer lnstftute and 
the American Cancer Society. The purpose of BCDDP was % 
to demonstrate the feasibility of periodic screening of large 
numbers of women for breast cancer, using clinical 
.history, physical examination, mammography, and ther- 
mography. Following inception of this pJrogram, however, 
questions were raised about the relative values of the 
screening coifponents when compared to possible risks 
involved with the ionizing radiation from mammography 
(Bailar, 1977). Bailar suggested that the radiation used to 
detect cancers might also induce malignancies at #later 
date. Bailar was primarily concerned about the use of 
mammography in screening progrartis rather than its use as 
a diagnostic tool for X-ray examination of ihe breast in 
women with signs or symptoms that might be related to 
* breast cancer. ^ 

In Cyttober 1975, /he National Cancer Institute 
appointed three committees of experts to review the risks 



and benefits of screening. The' first committee reviewed 
andjreanalyzed fhe data from the HIP study and concluded 
thatj**the entire benefit occurs among women 50 years of 
age and over" (National Cancer Institute, 19*77). This 
group' also noted that the HIP study was designed to test 
the efficacy of screening by both mammography and 
physical examination. It was, therefore, not p^ossiple to 
directly test the benefits of mammography compared with 
physical Examination. Reanalysis of the data suggested^ 
however, that ''mammography appears to l^ave led to an 
approximately 10-15 percent reduction in breast cancer 
mortality for women over age 50" (National Cancer 
Institute, 1977). 

' The second group of experts reviewed the evidence on 
the risks associated with mammography and concluded 
that radiarion of the breast by mammography can indeed . 
induce breast cancer (National Cancer Institute, 1977). 
However, the issue is complicated by the fact that improve- 
TTients in mammographic equipment have led to smaller 
doses of radiation. As the dose decreases, it becomes more ^ 
difficult to provide reliable esfimates of risk. 

The third group reviewed the pathology findings of 
i)reast cancer cases in the HIP study. This group also 
pointed out the difficulty of establishing the independent 
effect of mammography on mortality. The three groups 
presented the following joint recommendations (National 
Cancer Institute, 1977): ■- 

• The dose delivered in mammographic screening should 
\ be* kept as low as possible. . 

\ • The use .of mammography for routine screening iyf~ 
women under 50 years of age should be discontinued, 

\ - The National Cancer Institute (NCI) should support a 
randomized clinical trial to'determine the benefit of mam- 
mography in routine screening of women ovei' 50 years of 

\ln view of the continuing debate of the merits of ^mass 
screening for breast cancer, NCI convened a Consensus 
Development Conference on Breast Cancer Screening at 
NIH in September 1977. The objective of the Conference 
waslto develop a set of recommendations on the major . 
issues and questions that had' arisen concerning, breast 
cancer screening and BCDDP, including mammography. 
\ Th^" panel named' to deliberate on the mammography 
questibn met in open forum at NIH, September 14-16, 
1977. M he panel reviewed the reports generated by* ihe- 
three m hoc groups (and a report made by a\fourth, later 
named \to review the BCDDP findings in deptli) and heard 
testimony from interested professionals, associations^, 
BCDDH project (directors, and members of the public. 
Throughout its deliberations., the panel rejieatedly 
. • emphasized the distinction between mammography^^used 
for diagnosis— the value of which was not in i^ues- 
tion— and mammographic screeriing to detect disease in - 
women without symptoms or suspicjous findings by their 
physicians. / 

Following are the conclusions drawn and recommenda- \ 
tions made by the consensus panel (Perry, 1978): 



The only sound scientific evidenc^hat demonstrates the 
benefits of breast cancer screening is derived frorn the HIP 
studyr The data from this randomized controlled 
trial— which formed the rationale and stimulus for 
BCDDP— indicate that peripdic breast cancer screening 
can decrease the number of deaths resulting from' breast 
vcancer by about 40 percent in women who are 50 years of 
age and over. However, the HIP study thus far shows no 
decrease in breast cancer mortality attributable to screen- 
ing women under 50 years of age. 

The evidence indicates that the benefit of the screening 
program rests on the combined use of physical examina- 
tion and mammography. There are no rigorous scientific 
data showing to what extent* either physical examination 
alone or mammography alone may be beneficial. 

Mammographic techniques have improved markedly in 
recent years, with snialler lesions at presumably earlier 
stages Of development now being detected. The advantage 
of mammography lies in the fad that appropriate.therapy. 
may be administered at these earlier stages of breast 
cancer, thereby improving prognosis. 1 

Moreover, radiation dosage has bebn decreased 
significantly. Nonetheless, data are insufficient to indicate 
that these advances have resulted in decreased mortality 
for women under 50 years of age at the time of screening. 

The use of mammography is associated with an inherent 
risk of radiation exposure, and studies indicate that breast 
tissue is particularly susceptible to radiation damage. The 
precise radiation risk is difficult to quantify, but current 
evidence strongly suggests that risk increases linearly with 
increasing dose and is linear down to the lovvest dose. 

With repeat^ examinations of one cohort of women, 
the likelihood of finding new cancers progressively declines 
after prevalent cancers are detected, while the total radia- 
tion given each woman progressively rises. This puts an 
obvious limit on the advisability of repeated reWreening of 
the same population. y ^ 

New diagnostic and Screening techniques are needed. 
There should be greater emphasis on research with nonin- 
vasive techniques, such as thermography, ultrasound, and 
biologic markers. 

Because the potential benefits of thermography remain 
undocumented, thermography should be discontinued as a 
routine part of the BCDDP screening program except in 
those centers where sufficient expertise is available to 
justify further clinical investigation anJl research. Use of 
thermography during BCDDP was not sAup as a Research 
study; however, its continued use shoc^d require the 
development of a research design. \ 

The panel deplored the lack of clear-cqt data on the 
efficacy and the risk-benefit ratio of (Screening for women 
under 50 years of age. Althoughjiiey did not come to an 
agreement about the feasibility and logistics of using 
randomized clinical trials to resolve such issues, such trials 
will be neoessary in order to answer certain questions con- 
cerning the efficacy of periodic breasj screening. 

BCDDP should continue to monitor all women in whom 
breast cancer has been diagnosed. Although the panel was 
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unable to assess the practicality of follpwing all women 
-who have had a mammogram under BGDDP, thefe 
seemed to be general agreement that such follpwup woul^l 
be iniportant and|. that this question deserves further con- 
sideration. 

Demonstration programs by definition utilize proven 
and "practical methods to project new information to the 
medical community. HoweVer, ^from its inception, / 
BCDDP has of necessity incorporated certain practices of 
assumed but unconfirmed value. 

As a demonstration program with investigational com- 
ponents, therlfore, BCDDP must come to grips with 
several important ethical concerns. BCDDP-s informed- 
consent form should indicate the radiation dosage to be 
delivered to the patient and assure that all information 
gaindd through the prog^m is disclosed to the screenee as 
well ias to her physician. The scfeenee should receive the.^ 
informed-consent^ form and appropriate, background 
materials beforehand, so that she can discuss the proposed 
procedure with her family and her physician. 

The histology of certain lesions interpreted as malignant/ 
shoiild be reviewed by at least tw6 pathologists prior ip 
definitive therapy. 

Women who have been screened already arid/M^ho have 
been diagnosed as having cancer should be notified 
promptly if there has been a change in diagnosis. 

Any new experimental study should take into considera-^ 
tion a, variety of issues, for exafnple, its justification from 
a cost-benefit point of view, the informed-consent process, 
the way in which research subjects are selected, and the 
development of guidelines for compensation to individual 
participants who are iryured in the course of the study. 
Furthermore, more women, both professional and con- 
sumer representatives, should be inclufed in designing and 
planning any future studies. 

B^sed on the available evidence, with the understanding 
that no new particips^pts are being added to the program 
and that limits will be set on radiation exposure, BCDDP 
screening, using mamn^opaphy and physical examination 
in combination, should be continued for those women 50 
|years of age and over who are currently, enrolled. 
• Regardless of the location for manimographic screening, 
upper limits should be set on radiation exposure consistent 
with the best current data, Women subjected to mam- 
mography should ask for such information and should be 
urged to maintain their own personal record of exposure. 

No convincing justification for routine mammographic 
screening for women under 50 years ^f age has been found. 
This does not imply, however, that|)3hysical examination 
and breast self-examination are not important for women 
of any age. 

Routine mammography for women 40-49 years of age 
enrolled in BCDDP should be restricted to women who 
have a personal history of breast cancer or whose mothers 
or sisters have a history of breast cancer. 

Mammographic screening of women under 40 years of 
jage shojiild be limited to those women having a personal 
history of breast cancer. 



Wonten under 50 years of age w^jo are already par* 
ticipating in BCDDP should be given the opportunity to / 
continue having mammograms if they wish— as long as 
they are informed that the benefit is not proven, that a risk 
is presumed, and that the panel does not recommend 
mammographic screening in this age group/ ^ 

/ • ■ . " 

Antenatal diagnosis 

7~ ^ 

There are more than 3 million pregnancies in the United \ 
States ea^h year. The majority of these pregnancies lead to 
healthy newborn infants, requiring relatively little medi<^al 
attention. However, many pregnancies do result in adverse 
outcomes: At least 1 p^^cni result in fetal deaths; aboiUt 1 
percent of infants die within the first month of /life; 
approximately 7 percent of infants have low birth weights . . 
that threaten survival or lead to complications in develop- 
ment; nearly 5 percent of live-born infants have a signifi- 
cant congenital malformation, birth defect, or genetic 
disorder. During the past several years, a^ variety of_ 
sophisticated technologies have been developed to 
diagnose fetal disorders and to manage high-risk pregnan- 
cies^ horn the time of conception. Some of these 
technologies have even become part) of the routine care of 
all obstetrical patients. This increase in the technological 
management of "normal" pregnancy has come into con* 
fiict with -a movement toward "natural childbirth" ^nd a 
general increase in concern about the adver3e effects of 
technology, s6me of which may not be apparent for tnany 
years. *In addition, techniques for antenatal diagnosis (i.e., 
techniques used to diagnose problems of the fetus prior to 
birth) raise serious ethical, legal, and economic issues. 

la :Marjdul979^.NlH-organized a^ConsensusJOevgloBt _ 
ment Conference on Antenatal Diagnosis. The Conference 
consisted of three separate task forces, each of which coii- ' 
sidered one of the following topics in the antenatal area: 
Pi;edictors of hereditary disease and. congenital defects, 
predictors of fetkl maturation, and predictors of fetal 
distress. Each of these issues will be discussed separately.' 

Hereditary disease and congenital defects 

Each year between 100,000 and 150,000 live-born infants 
are affected by congenital malformations, single gene \ 
hereditary disorders, and chromosomal disorders and 
anomalies (National Institute of Child Health and Human 
Development, 1979a). Furthermore, tsuch problems con- 
tribute significantly to fetal" death, iftfant mortality, and 
morbidity during childhood. 

The estimated cost of hospitalization resulting from 
hereditary disease and congenital defects is^ore than $^00 
million annually. In addition, the total cost for 
maintenance and care of individuals with chromosomal 
abnormalities is substantial (National Institute of Child 
. Health and Human Development, 1979a). The 
psychosocial impact on families who experience the birth:^ 
of infants with hereditary disease a^d congenital defects is * 
also a major burden, / 



Four 'Hwhnoloties that provide approaches to the 
prenatal evaluation of the fetus in early pregnancy were 
reviewed by the t^sk Force on Fr^edictors of Hereditary 
Disease or Congenital Defects. These technologies share a 
common purpose: | ^ 

*Trenatal detedllon of hereditary disease or con- 
genital defect has evolved in the pas^ decade as a vital 
" new option in the reproductive (genetic) counseling of 
many families at increased risk foj^ such condition^ in 
their offspring. Where families in the past may h^ve 
been unwilling to ri&lf further pregnancies or even to 
chance reproduction because of .the prior birth of a 
child with such a condition, or where 'such a disorder 
t may have occurred in a close family member, prenatal^- 
testing now ma^ benefi^t n\any such couples. The 
. 'Russian roulette' atmosphere which existed pre- 
viously for theie familiej^ftow can be obviated in 
many instances, Through prenatal ^testing and the 
available option bf abortion (should the fetus prove to 
be affected with the 'at risk' disorder), families can be 
^ aided, if they choose, Xo have their own children, 
assured that their offspring will not be affected with 
the condition for which they are at risk. 

^'Importantly, the utilization of these technologies is 
not considered applicab|^to all pregnancies nor is it a 
means to guaranteeing the birth of a normal child. 
Rather, consideration of early antenatal^ diagnostic 
study is indicated in certain defined pregnancies where 
known increased risk exists for specific and detectable 
hereditary diseases or congenital defects. The decision 
as to whether or not to undergo such studies must be 
that of the mother or couple, made after thorough 
genetic counseling and discussion of all risks and out- 
comes have been accomplished. Discovery of a fetal 
anomaly need not be equated with elective aborfioh, 
but rather may enable the family, flilly informed of 
the nature of the def^ct,ao anticipate and plan for any 
special needs or provisions which the birth of the 
abnormal child may necessitate" (National Institute 
of Child Health and Human Development, 1979a). 

^ The major tool used for prenatal diagnosis is 
amniocentesis. Amniocentesis wa^ widely used as early as 
the 1950's to detect disease associated with the presence'of 
the Rh factor. Since 1967, it has been used to identify 
chromosomal and metabolic defects in the second 
trimester fetus. During amniocentesis, a needle is inserted 
through the abdomen of .the pregnant woman into the 
uterus, and^^ small amount of amniotic fluid is drawn 
from the sac surrounding the fetus. The fluid cdn be 
analyzed dirfectly for/substances that serve as indicators of 
fetal health; One of these substances is alpha fetoprotein, 
the major protein of fetal blood serum, High levels of 
, alpha fetoprotein may indicate that the fetus has a njajor 
deformity of the brain or spinal tord. ■ ■ . ' 

After reviewing the literature, thf Task Force concluded 
that amniocentesis is highly accurate and entaUs relatively 
little risk to the fetus ^or mother (National Institute of 



Child Health and Human Development, 1979a). As a l 
result, the Task Force recommended that physicians advise 
certain high-risk, patients about the availability of 
amniocentesis ^o t^iat she and her spouse can malce an 
informed decisicin about its use. ' 

In cases where amniocentesis is elected, thfe Task Force 
recommendecy that it ie preceded by another nevi " 
technology, ^ulse-echo sonography. This technique uses 
sound waves directed at abdomen of the pregnant 
woman to picture the innH structure, of the uterus, 
placenta, and fetus. It has been shown to reduce the risks 
of amniocentesis by providijrig a guide for the proper inser- 
tion of the amniotic tap. It has also been used as *a . 
diagnostic technology itself for the detection of major 
structural abnormalities. The Task' Force suggested that its 
use for the latter purpose is still in the 'research stage 
(National Institute of Child Health and Human Develop- 
ment, 1979a). There are currently no known adverse 
effects from sonographj^. / o 

«— » 

«•■*.' 

Fetal maturation 

Although most pregnancies proceed through a normal ' 
delivery, a sizable number are subject to active obstetrical 
intervention through delivery by cesariati section. The pro- 
portion of births delivered by cesarian section doubled 
since the mid-sixties to about 15 percent in 1977. Although 
the reasons for this increase are not entirely clear, cesarian 
seotion is indicated when the uterine environment is no^ 
^ tonger suitable fpr fetal development. . Balancing the risk of 
premature delivery against the#isk of remaining in utero is 
necessarj^for'the selection of an optimal time for interven- 
.tion, A technique Tor estihiating fetal maturation is, 
t/herefore, very important to the obstetrician faced with . 
such a decision. * " ■ ■ ^ - 

The major risk to", the infant of premature delivery is 
respiratory' distress syndrome (RDS). The incidence of 
' ^RDSvhSs been estimated at 4p,(^ cases, pdr year, and of 
' these, about 30 percent die. Pjem'aturity'also contributes 
to mental retardation, cerebral palsy^ and other 
neurological complications (Natiorfal Institute of Child 
Health and Human Development, 1979b). 

Some /tudies suggest that about 1 5 percent of RDS cases 
result from cesarian section following errors of judgment 
concerning fetal maturation (Goldenberg and Nelson, 
1975; Hack et aL, 1976). Presumably, si^ch c^sfes could be 
prevented if nflire accurate estimates of fetal age were 
available. . ■ 

Two recently devel6ped \echniques promise to provide ^ 
such estimates: biochemical measurements based on third- 
ti^imester amniocentesis and ultrasonography to measjkfre 
fetal head size. The Task Force on Predictors of Petal 
Maturation reviewed these techniques and concluded^ that 
these methods have the potential to eliminate inadvertent * 
/ premature delivery of most infants. Furthermore', based on 
current knowledge, the Task Force consensus was that the 
potential benefits of both techniques in preventing 
premature deliveries far outweigh th/e costs and possible 
. risks. But, because the long-range ^ffects are unknown, 
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ultrasound should not be used, routinely for all women; 
ultrasound and third-tri^e^|er arAniocent^is shoulfl be 
used only when indicated, trfat is, in high-ri?k pr(^gnancies, 
in cases, where the*woman hasv had previous cesarian- sec- 
tions, and in other cases whefe the physician feels the 
information on fetal matUfity may be needed. 
Amniocentesis and ultrasound require considerable exper- 
tise, and postgraduate training ih these methods should be 
given to physicians* wjth no experience in tne technique. 

Fetal distress ' . . . ' 

Problems during labor and delivery are currently estimated 
to 'account for/ 20 percent\of jtillbirthsi'20-40 percent qf 
cerebral palsy/ cases, and 10 perdei^tof th*e^children born 
with severe mental retardation (National InstHute of Child 
Health and Human Development, '1979c). ♦Jhqse conse- 
quences of infrapartupi fetal distjess suggesf the impor- 
tance of x:ar^lfy moryroring the birth process for any 
indication o^fetal difficulty. Electronic fetal monitoring 
(EFM) is a technique developed in the 1960's to provide a 
continuous record of frital distress through external , • 
monitoring by means of ultrasound as well as internal * 
m^mpring by means of catheterization through. tMfe (ter- 
vical opening. When it was first introduced, EFM was 
generally used only for hijgh-risk deliveries? many contiiiue 
to aclvocate its use*only for this group (NCHSR, 1979/. 
However, EFM has become increasingly available, and it is 
often used to monito| routine deliveries (Lee an^ Baggish, 
1976; Quilligan anTl Paul, 1975). The Task Force qn , : 
F*redictors of Fetal Distress was established to examine the' 
role of EFM in tht diagnosis of fetal distress. 

The efficacy of fetal moniforing in reducing perii^atal 
morbidity and mortality l^as been reviewed in four recent 
pubfeions (N^HSR, r979; National Institute of Child 
Health ^^find Hum£^n Development," 1979c; C^fttce of 
Jecfinglogy Assessment, 1978; Hobbins, Freeman*, and 
Qu^en'an, 1979).* Metliodological^ difficulties in the studies 
already published, li)clu3Ir\g -three randomized trials, ^ 
preclude a clear-cUt conclusion. No apparent effect of 
EFM upon perinatal mortality appears to exist in low-risk 
^tients^ but there is siWfie evidence of reduction in high- 
^\ groujiS. \ i ; ^ 

On'the otherHi^d, EFM i^not without risk. Aside from 
the increase in relativelytriinor complications (i.e., infec- 
tions' from placemen]!^ of electrodes^^ and -^catheters fp/ 
internal EFM), there is som.e eoncefq ^that monitoring 
increases the risk Of cesarian section. It has beeji suggested^ 
that the doubling of the cesarian section rate ddHng the 
past decade is a direct cpsult of EFM (Office of Technology 
Assessment, 1978). The Task Force, however, concluded 
that the increasing use of EFM and cesarian^^ections *Ms 
not necessarily reflective of %cause and effect, but rdther a 
complementary relationship'* (National Institute of Child 
Health and Human bev^lopmenl, 1979c)- v 

In addition to risk, c6st is a concetti with EFM. Banta 
and Thacker (NCHSR, 1979) estimate the direct and 
indirect costs of EFM as $4*1 1 million per yean if 50 percent 
of deliveries are monitored by EFM. The Task Force con- 
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eluded that the ^'current' or future ^jeconomitf imj)act Of 
fetal monitoring is largely uitknown, a vfctim of inade- 
quate information about the critical effects ^f 'mcWltoring 
on the health of mothers and babies" (National Institute 
of Child Health and Humai Development, 1979c). 

In silmmary, the Task Force issued the following reeofh- . 
mendations (NICHD, 1979c); , ^ • ' 

Periodic auscultation of the fetal heart rate (i.e., using a 
fetal stethoscope by the nurse or physician to listen to the 
^fetal beart sound), rather than EFM, should be the stand- 
ard ^method of assessment of fetal condition for low-rjsk 
pregnancies. ' , , 

• The use of EFM shojWd be strongly consider^ij inliigh- 
risk patients. These include cases when low birth weight is 
anticipated, when tiealth history includes complications of 
pregnalicy, when meconium* is present in the amnioUc 
fluid, and ^hen abnormal fetal heart rate is detected. 

• Although there is no evidence that EFM reduces 
mortality or morbidity in low-risk patients, under certain 
circumstances mor itoring may be used even in low-risk 
situations. In any case, whether or not EFM is used, it 

. should not be a substitute for clinical judgment. 

• Appropriate use cif EFM should include a full discussion 
with the patient to learn her wishes and concerns about 
fetal monitoring. Hf'M may be considered intrusive by 



women who desire 



a natdral, family-centered birth, but 



whe'^'jproperly used and Explained, it need hot be. 



Surgical treatment of morbid obesity 



•4 

Morbid obesitj;,"djafin^d as a person being at least double 
his or her idea^ we|ght, is a rare but serious condition. It 
car) 4ead tp a variety of disorders^ including coronary heart 
disease, hypertension, diabetqs, respiratory distress, 
gs^Hblardder disease, and psychosQcia^l incapacity, including 
social and economic discrimination. ^ 

A variety of drastic medical treatments have been tried 
on morbidly obese patients, among^them prolonged fasting 
and very low-calorie diets consisting mainlxx)f protein;' 
but, only one-third to two-thirds of r^orbidly'^obese per- 
sons will remain on these regimens long enough to lose a 
substantial portion ot their excess weight. Furtherrhore, it 
' is estimated that only 10-20 percent of this initially suc- 
cessful groupJsable to maintain the loss for more than a 
few years. \\/ * 

As a result, cunrenTmethods of medical treatment \ox 
morbid obesity Aiave been ineffective. Because of thi^^, 
various surgical procedures and other methods of dealing 
^with this serious condition have been used by some practi- 
tioners. Among these are two types of intestinal bypass 
procedures, jejunoileal bypass add gastric bypass. 

Jejunoileal bypass has become the most popular treat- 
ment for morbid obesity. In this ptocedure, part of the 
small intestine is bypassed, and two ends are reconnected, 
thereby limiting the abs;orptiQn capability. 

* • 
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Although there is considerable literature oil this pro- 
^jcedure,-there*,arc those who feel that -the many poten|ial. 
risks surrounding jejul^ile?il bypass haye not been clearly 
% delineated (Haverson, Wise^ and Ballinger, 1978). Many 
reports s?Uf fer from incomplete docjimentation, inadequate * 
foUowuji, or small numbers of patients having different 
types of bypass (Haverson, Wise, and Ballinger, 1978). 

Despite the wide use of jejunoileal bypass in the United 
States, opinions differ markedly aboiTt its benefits and 
hazards (fir^y et al., 1977). While the procedurq^can clearly 
bring about substantial weight loss, -data are not available 
for contrasting the n^orbidity and mortality resulting from - 
jejunoileal bypass to the ill effects of severe obesity itself 
(Bray et al., 1977). '"^"^-..^ ^ 

' Because some jejunoileal bypass studies show high rates ' 
^6f complications and reversals, some physicians feel that^ 
thq procedure should be reserved for patients with mofbic| 
obesity whose lives are imminently threatened by their con- 
ditions or the disorders to which severe overweight/can/ 
lead (Haverson, Wise, and Ballinger, 1978). ^ 

In the gastric bypass, the size or capacity of the stomach v 
""is surgically redyced, and the first portion of the intestine 
is bypassed. part of the stomaqh is removed so that the 
procedufeMj^ersible.^The purpose is to create a life-long 
reduciioMB^Qod intalce. 

Gasltric^ypass is being used increasing!); as the main 
^treatnilent for morbid obesity and as a substitute for 
jejunoileal* bypass in patients who have'been unable to 
adjust Sto diarrhea and the other complications that follow 
intestirfalj bypass (Mason et al., 1978). Pati^ftts who have 
undergone gastric bypass also require considerably less 
care once they lelave the hospilal than 9t>^atients who have 
o undergone jejunoileal bypass (Mason et al., 1978). 

In addition to Agastric and jejunoileal bypasses, 
gastroplasty has more i^cently been added to the list of 
. procec^ures used to treat morbid obesity, gastroplasty is a' 
variation of j^he gastric bypass; however, in.thls^prOcedure 
the stomach is reyconstructed into a pouch, shape, thereby 
reducing its capacity (Gomez, 1978). 

^ These procedures 'were discussed at a Consensus 
Development Conference on the Surgical Treatment of 
lyiorbid Obesityjield at HJH, Dej^ember 4 and 5, 1978, and 

, attended by surgeons, -internists, basic scientists, 
psychiatrists, psychologis^ts, legal experts, patients, and 
representatives of health insurance companies. The pro- 
cedures most ^intensively reviewed were jejunoileal and 
gastric, bypasses. ^ ^ 
"It was generally agreed that gastric bypass has fewer 
long-term side effects than the more established jejunoileal 
bypass; however, foUowup has been for only 2-'3 years for 
gastric bypass compared with 5-7 years for intestinal 

^ bypass. Moreover, gastric bypass seems to be a technically 
more demanding procedure. It is still unknown whether 
patient^s with gastric bypass will lose as much weight or 
maintain substantial weight loss* for as long a period of 
time as those receiving intestinal bypass. 

Gastroplasty is promising, but assessment of its long- 
term effect on weight loss is not yet possible. Techniques 



.designed to reduce th^ gastric reservoir are still evolving 
rapidly. * . ^ 

The most common, serious complications of jejunoileal 
bypass include a high incidence of kidney stones, unremit- 
ting diarrhea, development of various nutritional dbficien- 
oies'', and possibly accelerated gallstone formation. Serious 
kidney problems may aUo develop. A few patients even- 
ti/ally regain much or all of thfeir lost weight. Other long- 
term Complications- include a sometimes fatal liver 
cirrhosis that is probably related to bacterial overgrowth in 
i»the excluded intestinal segment. Many of these complica- 
tipns can be prevented or reduced by meticulous followup 
care, * 

Benefits associated with 'weight loss, regardless of the 
•procedure used, ' include -frequent / amelioration of 
hypertension, reversal of cardiorespiratory imp^iirment, 
reduction of hypfei'trfglyferidemia (excess of fatty acids in 
the blood), improvement and sometirt>^ disappearance of 
maturity-onset diabetes, greater physical mobility, and fre- 
quently a striking psychosocial rehabilitation. Also, a 
rjiajority of patients who have received the jejunoileal 
bypass say that they would **do jt again," despite certain 
distressing complications, . • 

Consensus was reached that surgical interventions 
siiould be limited to morbidly obese p^ljUcnts^W'ith serious- 
physical health impairments or psychosocial handicaps 
who have given suitable nonsurgical treatments a fair trial 
but have Tailed to show long-term improvement. 

For the patient who undergoes an intestinal bypasv'pR)- 
cedure, the outcome is.lrkely to be less predictable than it is 
for man^ other, more established operations. Because of 
these uncertainties, development and use of a truly 
Informed-consent mechajiism is essential. It was empha- 
sized that the patient should recc;ive all Relevant informa- 
tionrtfiat would be needed to make^a/i-informecl judgment 
and that such information should be presented in an objec- 
tive and readily understandable fashion. If both jejunoileal 
and gastric bypass procedures are available, patiehts* 
should receive a thorough explanation abo\ir the risks, 
benefits, "and' uncertainties of each b^pass^ procedure and 
should be permitted to choose bet.ween them. 

Comparison of the different surgical procedures N^as dif- 
ffcultibecause of constantly changing surgical techniques 
and imsufficient followup *data, particularly for the mgre 
recently developed operations, 

Careful followup studies comparing gastric bypass and 
gastroplasty are needed to determine whether long-term 
weight reduction can be maintained in a majoilty. of 
pgttients by means of these procedures. Standardized 
methods for case selection, surgical techniques, ,and 
followup must also ^3e developed. Many of the differing, 
results reported for jejunoileal or gastric bypass operations 
result from variation^ in surgical tecKniqucy-^ 

Despite the difficulties inherent in evaluating a growing 
number of different surgical procedures, clinical trials of 
the most promising new techniques and improvements of 
existing procedures should be encouraged. However, th^ 
shoijld be theoretically well-grounded, tested jn animaf 



models when appropriate, and adhere to' carefully 
developed protocols previously approved by a properly 
^constituted institutional je view committee. 

It was acknowledged that a number of important 
research issij^s on surgical treatment of morbid obesity 
remain. First, a better understanding of the different types 
of obesity > their implications for health, and their 
responses to treatment is essential. Next, more data are • 
needed concerning^the incidence of morbid obesity and the 
degree of risk associated with such severe obesity. Also, 
better techniques are i*equired to identity early in life those 
individuals who are destined to become morbidly obese. 
The mechanfems controlling the effects of surgical 
therapies— particularly that controlling food intake— need 
much more attention. The ethical issues involved in such 
surgery, particularly With regard to properly designed 
informed-consent procedures, will require further con-' 
sideration. 

In the meantime, it is imperative that intestinal bypass 
operations only be performed in a setting that pcQvides a 
multidisciplinary team of highly qualified physicians jind 
surgeons committed to critical case selection, meticulous 
management, and long-term follov(^up. 



Summary 



A common theme in the recommendations of all the con- 
sensus development groups is the need for more empirical 
evidence about the efficacy, risks, and costs of medical 
procedures and technological innovations. The paucity of 
experimental studies based on sound methodology has 
been noted in many reviews of medical innovations. (e.g., 
Gilbert, Light, and Mosteller, 1975; OTA, 1978). The con- 
sensus develqpment approach is not a substitute for such 
studies; rather, it provides an interim approach to 
technology ^S^smei^ in the face of uncertainty and lack of 
information. ' 

It is important to recognize, however, just wh^t consen- 
sus conferences can aiid cannot do. For example, they can 
do the following: /' * 

• Synthesize the kniwn information and provide the 
medieal community w\th a current ^^state-of-the-art" sum- 
mary of technical issiks- important to the treatment of 
patients. 

• Reach conclusions on those aspects Of safety and 
efficacy where available information is sufficient. 

• Identify areas where more research and clinical trials are 
needed. i 



On the other hand, the conclusions reached t(hese^ 
conferences cannot be used as a substitute fof economic,, 
social, and medical data derived from controlled studies of 
technological innovations and medical practice. The fact 
that many consensus development panels failed to reach 
agreement because of a lack of adequate information 
highlights the need for such studies. 

64 : 



Another issuepised by the consensus approach is imple- 
mentation. The only recommendations that can lead to 
direct actions.by the Federal Government relate to support 
for research or demonstration projects, health services 
delivered under Government auspices (e.g., in Veterans 
Administration hospmals and Public Health Service 
facilities), and reimbursement under Medicare and 
Medicaid. For example, thft recommendations of the 
breast-cancer screening panel led to the immediate cessa- 
tion of mammography for women under 50 years of age in 
the Breast Cancer Detection Demonstration Projects, sup- 
ported by the National Cancer Institute. However, no 
direct action, other than information dissemination, was 
possible on the use of mammography as a screening 
modality foLwomen under 50 years of age who use privSite 
physicians fo^periodic breast examination. Prospects for a 
greater impact on medical practice may be increased with^ 
the growth of the Niational . Center for Health Care 
Technology.' 

In "addition to the need for research on specific medical 
practices, research is needed iri methods of technology 
assessment per se. Assessment requires careful synthesis of 
^medical, economic, social, statistical, and ethical issues. 
Research is necessary^ in each of these fields to maximize its 
contribution to the overall assessment activity. In addition, 
further research on the ways in which analysis in these 
areas can be combined effectively is crucial to sound deci- 
sionmaking.. The consensus development activities, the 
National Center for Health Care Technology, and Office 
of Technology Assessment will all provide important 
stimuli to knowledge development in this area. 
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Health Status and Determiiiants 



a 



A, Fertility . ^ * . " 

During 1977, 3,326,632 live births we registered in the 
United States. Thi* figure is more than In any year since 
1971, but about a million less than in 1961 when th^ 
number of births peaked iri the United States. From 1976 
to 1977, the number of births increased 5 percent,' the 
largest annual relative increase. sin(fe 1950-51, the middle 
of the baby boom. ( 

In 1977, the crud| birth ratV^as 15.4 Hve births per 
1,000 population, and the 'fertility rate waS 67.8 live births 
per 1,000 women 15-44 years of age. Both rates have 
decreased about 36 percent ^ince 1950, althougli they are 
slightly higher than they have been during the past few 
years. Between 1976 and 1977, increases in age-specific 
birth rates for women 18-39 jicars of age accounted for the 
overall rise in fertility. 

Birth rates for black women have been and continue to 
be higher than the rates for white women. Black womc^n 
generally begin childbearing eariier than white women, and 
they continue to have children at the same rate or at a 
greater rate than white women. For example, the 1977 
birth rates for black women 15-17 and 18-19 years of age 
were 3.1 and 2.1 times greater, respectively, than for white 
women of the same age groups, for women 20-24 years of 
age, the differential decreased to 1.3, and for women 
25-29 and 30-34 years of age, the^ates were neariy the 
same. After 35 years of age, r^tes for black women were 
also much higher than,the ratesXfor white women. 

Historically, birth rates have be?n highest for women in 
their twenties- There is evidence that childbearing is being 
postponed how until women enter their late twenties and 
early thirties. The relative magnitude of the birth [ates for 
white women 20-24 and 25-29 years of age has shifted. In 
1950, the birth rate for white women 20-24 years of age 
was 15 percent higher than the rate for white women 25-29 
years of age; by 1960, the difference had increased 'to 30 
percent. Since then, the size of the difference has 
aecreased. By 1^75, the rates for white women 20-24 and 
25-29 years of age were nearly the same; However, in 1977 
the rate for white women 25-29 years of age was slightly 



higher than the rate for those 20-24 years of age. the 

^. decrease in the differential is accounted foi; by the more 

rapid decrease in the birth rate for white women 20-24 
years of age than in the rate for vvhite women 25-29 years 
of age, 5 versus 3 percent per year, respectively, from 1960 
to 1977. In contrast, the 1960 birth rate for black women 
20-24 years of age was 35 percent higher than the rate for 
black women 25^ years of age; by 1970, it had increased 
to almost 50 percent higher. As of 1977, the relative dif- 
ference between the rates had decreased to 33 percent^ 

Among women 40 years of age and over, fertility has, 
been decreasing since 1955. The birth rates for women 
40-44 and 45-49 years of age decreased by about 6-7 per- 
cent annually since 1955 to 4.2 and 0.2 births per 1,00|0 
women, respectively. Declines are noted for both white 
and black women in these age. groups. * 

Birth-order-specific fertility rates have also decreased' 
since the 1950*S and 1960's. Marked decreases have been^ 
observed aiiiong 3d and higher order births. Since 1975, 
• however^ a small increase has been n6ted in the rate for 3d 
order births. These period or cross-sectional rates'" may 
reflect changes in the timing of fertility and not in actu^il or 
' completed fertililyr i 

Cohort fertility, on the other hand, folloWs chiljibearing 
through ^e reproductive years of a group of women who 
have the same year of birth. The completed fertility ratfe is 
, a measufe of the actual number of babies born alive to ^ 
' women who have reached the end of childbearing age, 
which is generally accepted as 50-54 years of age. The pic- 
ture presented by these rates is free 6f the effects "^of a 
changing age distributibn of childbearing and the effects of ' 
chariises in the timing of fertility. Women born during the 
peripd 1S71-75 were 50-54 years of age in 1925. This^^ 
cohort had an average of 3.8 children per woman: More 
' than a third of this group had five children or more, but 
one-fifth of the group^^were childless. 

The' average number of children born per woman 
V decreased to 2.3 for the cohort born during the period 



about M percent of this cohort had fb^e children or more 



• Prepared by Lois A. Fingerhut, Division of Analysis, Natiohal Center 
for Health Statistics. ' ^ * 



1906-10 and reacljing 50-54 jears of age in 1960. Only 

fjy 

and 22 percent were childless. ' .* 

Women born duriri&4924-28, the most recent cohort for 
which completed fertility data are available, had an 
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average of three children each. The proportion of v/omer 
having five children or more increased to 19 percent, while 
the proportion childless decreased dramatically to 10 per- 
cent. ' / 

Because the birth rate$ for women 46-44 years of age 
haye recently been low^ it is plausible to consider these 
women to be at^the end of childbfearing years. Women 
born during the pepipd 1934-38 were 40-44 years of age as 
of January 1978. Thil^cohort had alr^y had about three 
children per w6man-^^ss than a rcnth were childless, 
about a third had one or t>yo children, and almost a fifth 
had five children or more. Projectiojis of completed 
fertility Yates prepared by the U.S. Bureau of the Census 
show £t completed average of 3.2 children per woman foi ^ 
women born during 1935.^ 

Of particular interest in cohort ferlility analysis is ^the 
25-30 percent childless rate among women othBr than 
whitp born during the first two decades of this century. 
Much of this has been attributed to high rates of sterility 
resulting from venereal disease. ^ Despite the much higher 
proportions of these womeq wit^i no Children, the com- 
pleted fertility rate has always been higher for^these women 

' than for white w6men.. , , 

About 17 percent of all infants born^ 1977 were born 
to teenagers. Nearly two-fifths of these infants were born 

' to yoiin^ women under 18 years of age. Almost 30 percent 
of the births among black women were to teenagers, twice 
asliigh as the proportion among white women. 

\ Trends in fertility are not the same^rt^different ages of 
^adblescence. The birth rate for the youngest group has 
fluetuated since 1968 between 1.0 and 1.3 births per 1,000 
females 10-14 years of age. In 1977, they had about 1 1.5 
thousand births at a rate of 1.2. The rate for those 15-17 

:.years of age was about the same in 1968 as in 1977 after 
having increased by'12 percent from 1968 to 1972 and then 
decreasing by'the same proportion from to 1977. The 
birth rate for women 18-19 years of age decreased by 27 
percent to 81.9 from 1968 to 1977, a downward trend 
Similar to that observed for women 20-24 years of age. 

Although bjrth rates ^fof black teenagers remain tn\^h 
higher than rates for white teenagers, the ratio of the black 
rate to th^ white rate for females 15-17 years of age 
decreased from 3.8 to 3.1 between 1968 and 1977. In con- 

^trast, the ratio among females 18-19 years of age remained 
fairly constant at 2i)-2. 1 . , V ^ ^ 

. Between 1971 and 1976, the level of sexual activity rose 

.for unmarried females- 15-47 years of age of both races, 
\^ut the increase for White females was greater than the 
increase for black females.^ In 1§,77, 131,000 infants wpre 



* U.S. 'Bureau of the Census: Population estimated and projections.^ 
^Current Population Reports, Series P-25, No. 704. Washington.'^. U.S. 
'Government Printing Office, July 1^7. 

^ ^ Farley, -R.: Growth of the Black Population. Chicago. Markham.- 
-S1970. 

5 Zelnik, M., and Kantner, J.F.: Sexual andiQontraceptive experience 
of young\inmarried women in tlje United States, 1976 and 1971. Fam. 
J^tann. Perspect.9(2):55-10,Meir./ Apt. 1911. 



born to unmarried females 10-17 years of age, of which 92 
percent were born to those 15-17 years of age. About 7 
percent of black females and less than 1. percent of white 
'females 15-17 years of age gave birth in 1977. 

In 1968, less than 25 percent of white females 15-17 
* years of age were unmarried when they [lad a baby, com- 
pared with nearly 40 percent of those 15-17 years of age in 
1977. Amortg black females the proportion unmarried 
iflcreased from 72 percent in 1969 to 90 percent in 1977. 

The trends in fcrtyity rates are directly affected by 
trends in sterilization, contraception, a^d abortion, all of 
which underwent noteworthy changes in the 1970's. 
Findings from the National Survey of Family Growth, 
conducted in 1973 and again in 1976, showed that the pro- 
portion of currently married women in the ehildbearing 
ages who were capable of bearing children (fecund women) 
declined from 76 percent to 69 percent. This decline in the 
proportion of fecund women refletted an acceleration in 
the acceptance of surgical sterilization, comparecf with the 
/ trend since 1955. In 1976, 94 percent of the sterility was 
1 due to surgical procedures, and almost two-thirds of these 
\ operations were for family planning purposes. 

\ The use of nonsurgical methods of contraception among 
Wrrently married women declijie_d between 1973 and 1976, 
aJ5 it had in earlier years, but only as a direct result of the 

. in&reasing use of surgical sterilization. Among fecund 
wives (i.e., excluding wives whb used surgical methods), 
nonsWgical methods of contraception remained relatively 
constant (89 percent in 1^76). The overall popularity of the 
ipill aivd lUD among white fecund contracepting . wives 
remained unchanged from 1973 to 1976 (60 percent). 
However, there has been a decline in the use of the pill and 
lUD among' black fecund contracepting wives (74 percent 
in 1973 versus 65 percent in 1976). 

About 1.3 million abortions were reported in 1977, close 
to 600,000 more than in 1973, the year the Supreme Court 
legalized abortion. Nearly a third (31 percent) of all abor* 
tions were obtained by women under 20 years of age, a, 
slightly lower proportion than in previous years. For the 
first time in recent ^ears, childless women accounted for 
more tfian half (53 percent) of all abortions. In 1977, the | 
trend continued toward early abortion (under 9 weeks of 
gestation) when the rates of abortion-related deaths and 

. complications are lowest. ^ 

The impact of steriltzation, contraception, and abortion 

' on the trends in fertility rates is reflected in lower rates of 
unplanned ehildbearing. Comparing births to ever-married 
women in the 5 years preceding each of the National 
Surveys of Family Growth taken in 1973 and 1976, the pro- 

. portion of unwanted births declined from 14 percen<*^to 11 
percent. Although the proportion of wanted births cpr- 
respondingly improved, fully one-fourth of these births 
were unplaiiped in *that- they occurred sooner than they 
were wanted. Between 1973 and 19^6, thert was no signifi- 
'cant improvement in the proportion of wanted births that 
occurred, sooner than they were- actually desired* That 
there was definite improvement in reducing unwanted 
births, especially in the later years of ehildbearing, but very 



little if any reduction in unplanned, wanted births, sug-^ 
gest$ that sterilization and abortion may have had a: greater 
impact on reducing unplanned fertility/ than did the non- 
surgical methods of contraception. 

MortalHy 

The crude death rate in the United States continued the 
downward trend observed since the early 1930's when 
national mortality data first became available.^ After a 
slight rise in, the mid-1950's to mid-1960's, the rates 
declined every year from. 1968 to 1977, except for 19^71-72 
ahd 1975-76. In- 1977, there were 8.8 deaths ^er 1,000 
population, 1 percent fewer than in 1976. 
• Trends in mortality rateS differ among age groups. Age- 
specific death-rates for children under 15 years of age 
decreased at a rate of about 2 percent per year from 1950 
to 1970. By 1977, the pace of the decline accelerated to 
about 3 percent annually. 

Among adolescents and young adults, 15-19 and 20-24 
years of ag(^, death rates decreased nearly 2 percent per 
year from 1950 to 1960 and then increased at about the 
same rate during the next 10 years. In the current decade, - 
mortality again decreased at aif overall ra^of 1.2-1.5 per- 
cent per annunfi. However, from 1976 to 1977 the death* 
rate for people 15-19 years of age increased by 5 liercent, 
primarily attributable to increases in deaths frbm external 
causes — particularly from suicide which increased 20 per- 
cent and from motor vehicle accidents which increased 4 
percent. . 
.Mortality rates for adults in each 5-year' age group, 
25^64 years of age, decreased by less than 1 percent per 
year ffom 1950 to 1970, but the pace accelerated to a 2-3 
percent decline per year during tl^e 1970's. 

Similarly, changes in mortality for the elderly were very 
smaill from 1950 to 197fl, but the rate of decline increased 
to an average of about 2 percent annually from 1970 to 
l9Xl 

Knowledge of changes in specific death rates— that ^is, 
rates specificrfor any^flumber of population characteristics 
such as sex; race, and age— is needed to understand the' 
factors affecting mortality. Olographic differences in age- 
or race-ljpecific mortality rates may reflect inadequate 
health ca^e services and l^acilities <^may direct attentiqn to 
possible environmental problems associated with specific 
localities. ^ 

A large part of the change in the cryde death rate from 
one calendar year to the next, hoWever^ is due to tjie 
changing age structure of the population .JFor an analysis \ 
of trends over time, it is advantageous to look at the afee- ( 
adjusted death rate, a summary statistic useful for making 
annual comparisons. This rate shows what th^ level of 
mortality would be if no changes' occurred in the age com- 
position of the population from year fo year. From the 
beginning of this century, the age-adjusted' death rate 
decreased by 53 percent from 17.8 in 1900 to 8.4 deaths per 
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^In 1933. the death registration area for the first time irtcluded all . 
States and the District of Columbia. 



1,000 population in 1950, and then by another 27 percent 
to 6. Tin 1977. If the decrease in mortality from 195016 
.1.977 was measiifred only by the crude rate, however, it 
would be about 8 percent, a figure that does' not refl^jct the 
magnitude of the true decline in death rates. / 

FroiTl' 1950 to 1970, the age-adjustedThortality decreases 
were niuch greater for females than males in both the white 
and black populations. During those 20 years, ^hite 
femal^^ mortality decreased 22 percent at 1.2 percent per 
year, while white male mortality decreased by only 7 per- 
cent, at less than one-half a percent per year. Amonjg black 
people, the difference Was even greater — 26 percent (1.5 
percent per year) versus 4 percent (less than one-half a per- 
cent per yearr). Much of these differences- afe a result of 
decreases in heart disease mortality and in mortality from 
cancer of the digestive system and peritoneum and the 
genital organs, which have been greater for females than 
for males. More recently, decreases in mortality levels have 
accelerated for maks_and females. From 1970 to 1977, 
white mortality rates decreased at an average annual rate 
of-2.3 percent per year among females and at 1.9 percent 
per year among males. Black female mortality decreased at 
2.9 percent per year and lijack male mortality decreased at 
2.2 percent per year. ^ \ • 

The relative difference between the age-adjusted mor- 
tality rate for males and females has been increasing over 
tiitie. In 1950, the death;rate for males was 1.5 times the 
female rate; by 1977, the ratio increased to 1.8. This 
increase in the sex ratio in mortality is evifient for both 
white and black people. Among white people, the ratio 
increased from 1.5 in 1950 to 1^8 Fn 1977; for black people, 
it increased from 1.2 to 4,7 during tho. same 27 years! 

Life expectancy at birth in the United States reached a 
record 73.2 years in 1977.'D.ufing the first half of the cen- 
^ tury, gains in life expectancy were dramatic,'attributable to 
decreases in infectious and parasitic diseases. From 1950*to 
1970, 2.7 yegrs were adfJed to the expectation of life. The 
pace of imprcjyement has accelerated during the present 
decade, with 2.3 years being added since 1970. Major gains 
in life expectancy were noted especially, fof people other 
than white whose life expectancy at birtji improved by 4.5 
- years frohi 1950 to 1970f'compared with'^2.6 years for 
white people. Sin^ 1970, an^additionaj J.5 years were 
added for people of^ll other races, compared .with ^21 
years for white people/Most of the jmprovelfnent has'been 
amoitg females. There -is" still- a* sizable difference— 5 
years— in life e^Kpectanc-y at birth ^tween white people and 
all others. ♦ '* 

At-65 years of age, recent gain* in life jexpectanoy tiave 
been similar for white people aud alh others. On the 
average, people reaching 65 years of age in 1977 could 
expect to live an additional 16.3 years, 1.1 years more than 
someohe reaching age 65 in 1970. Life expectancy in the 
' United, States dogs not compJare favorably wfth certain 
other industrialized countriesrHowever, the recent annual 
improvements in number of yeajs gained for both males 
and females.is better in the United States than in 
countries. . , . 



Infant mortality has showri marked improvements in the 
last \2 years. From 1965 to 1977, the infan^ mortality rate 
decreased by 43 percent to 14.1 infant deaths per 1,000 live 
Blirths. For both whitb and black infants, declines of about 
5 percent per year have been observed. During the 
preceding decade 1955-65, the annual rate of decline was 
much slower, less than 1 percent per year. • 

Despite overall decreases, black infant mortality is still 
considerably higher than white infant mortality. In 1977, 
the rate for black infants was 23.6, compared with 12.3 for 
white infants. Furthermore, there is no evidence that the 
rates are* converging. 

" The rates of late fetal and perinatal mortality have been 
showing a similarly accelerated rate of decline, having 
decreased 40 percent and 44 percent, respectively, from 
1965 to 1977 after a decade of slow chapge. The relative 
difference between the lattf fetal mortality rate for white ^ 
infants, and the rate for all others is smaller than the 
relative^ color differences observed in infant mdrtality. 
Similarly, the relative color differences in nepnatal mor- 
;t4lity are smaller than such differences in postneonatal 
mortality. This is likfely a result of the increasing impor- \ 
/tance gf environmental and socioeconomic factors as one 
passes from fetal development thjough infancy. 

A number of factors may have influenced the reduction;? 
in infant and-perinatal mortality: (1) more women receiv- 
ing prenatal carjp early in pregnancy; (2) a decreasing prp-I,;^^ 
portion of higher risk births including fewer births to o\d^t ^ 
women and fewer higher order birthg; (3) advances in , 
medical science, particularly in neonatology; (4) increas- 
ing availability of the most modern care through regional 
perinatal centers; (5) improvements in contraceptive 
utilization, allowing women to time and space their 
prd'gnancies more effectively, thereby reducing theprgpor"^ 
^tion of high risk births; *(6) increasing legal abortion rates; 
(7) the availability of programs to improve the nutrition 6f 
pregnant women and fnfants; and (8) general improve- 
ments in socioeconoqijic conditions. 

Geographic variation in infatit mortality rates witj^in the 
United States is substantial. During the pferiods 1^-67 
and 1975-77, the New England and Pacific Divisions had 
the lowest infant mortality rates, and the East South 
Central Dj^ion had the highest infant mortality rate. 
During the latter period, Maine had the lowest infant mor- 
tality rate, lj.2^ and the District of Qolurifiia had the ' 
highest, 27.2. 

- DuijingMhe period 1975-77, white infant mortality 
ranged from a low of 12.2 in ^ew England to a high €^ 
14.1 m the East and West 5outh Central States. Among 
black infants, the rates ranged from 20.6 in the pacific 
Division to 26.5 in 'the East North Central Division. 

From 1965-67 to 1970^72, th^ largest relative^declines in 
.white in fai^J^ mortality were in the New England, East 
South Central, and Mountain Divisions; for black infants, , 
the South Atlantic, East South Central, and West South 
Central Divisions sTiowed the largest relative decreases. 
From 1970-72 to 1975-77, the New, England, West South 
Central, and Mountain Divisions all showed a 25-pejrcent 
decrease in white infant mortality rates, While the East 
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^outh Central and/Pacific pivisigns showed a 2^percent 
decrease in black: iinfant-rhottality- rates. On the whole, 
geographic variations welrejfc high in 1975-77 as they were 
in 1965-67. , 

Th^ infant mortality rate in th6 United States is higher 
than the i^ateiin certain other industrialized countries. The 
1977 data show Sweden, England and Wales, the 
isletherlands, and the German Democratic Republic as 
having lower infant mdrtality rates than the United States. 

"The average annual decrease in infant mortality for the 
1972 through the 1975-77 period is similar in the United 

• States to that observed for t,he majority of the countries 
chosen for comparison. The rank of the ynited States 
could change depending on the list of countries chosen for 

' comparison. Recent data covering more countries show the 
United States ranking about 13th in relation* to the 20 
countries witlTTHeTowest infant mortality rates. 

Differences in classifying fetal and infant deaths may 
account for some of th§ variation ia the infant mortality 
rates. There are some births for which it is difficult to 
decide whether ^ the iafant should be classified as having^ 
been born dead or having been born alive and then dying a 
short-time later. To correct for^his possibility, it is useful 

' to compare perinatal mortality ratios which include- late 
^vifetal and early neonatal deaths. For example, in 1977 the 
]L^S. infant ^aiortalit^r rate was 48 percent greater than^ the 
^rate in the Netherlands,^ while the U.S.'^pefinatal mortality 
ratio was only 19 percent higher, than in the Netherlands (a 
country for which there are compar&ble data years). 

Hea^t^ disease, cancer, stroke, and accidents have b^en 
the leadmg causes of death since aroi^d 1950. In 190Oj. 
infectious l^seases— particularly pneumonia i^nd tuber-, 
culosis^were the leading caftise^ of death, accou^iting for a 
fifth of all deaths In the United States. JThe ^ery rapid 
decline in the'death rates for these causes has been evident, 
throughout the developed : worlds Social improvements' 
such as sanitation) nutrition, "Housing ^ artde<fucation, con- 
tributed to the declin^; Lfkewise,'adv£irices in medical care, 

. such as immunization; and /the use of antibiotics, are 
associated with declining mortality. • 

More^ recently, however^ decreases in- death rates from 
soirie of the major chronic, diseases, mainly the car- 

"'diovascular ^seases including heart and cerebrovascular 
diseases, have been evident. ■ V. 

Heart disease continues to be the leading cause of death 
in the United States and," as such, is the predominant 
influence on total mortality. The age-adjusted death rate 

s^jecreased by 18 pergent in the 20 years from 1950 to J'970, 
an average of 1 percent per year, while it declined by nearly 

. the same amount in the first 7 years of this decade at an 
average decline ^bt^.6^percent per year. During these 27 
years, heart disease^ortality rates declined mor^ rapidly 
in the youriger than in the older age groups. The declined 
was more than 40 percqit for each 5-xear age group, 25-49 
years of«.age, and by more than 30 percent for each suc- 

^ceeding age gfoup 5Q^74' years of age. For those in the 
5->^ear age 8|C0ups, 75 through 85 years of age and oVer, 
the decline was more than 20 percent. 
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Decreases in age-adjusted heart disease mortality have 
been much greater for fenitales than for males, especially 
for 1950-70, Among white females, heart disease fnortality 
dropped 25 percent, compared with a 9-percent decrease 
among males. Among black females'" and males, the 
d^reases were 28 percent and 10 percent, respectively. 
During the. current deps^e, the" rates of decline ii\ heart 
disease mortality for both races and sekes have become 
more nearly equal, 18 and 19 percent for white and black 
females and 15 and 14 percent for white and black malls. 
As a result, the relative differences in. the death rate^ for 
heart disease between males and females have been increas- 
ing over time. In 1950, heart disease mortality for white 
males was 1.7 times that for white females, and by 1977, 
the ratio widened to 2,1. Similarly, the sex ratips for the 
black population increased from 1.2 in 1950 to 1,6 in 1977. 

Racial differences in heart disease mortality for males, 
especially at the younger ages, are very large. In each 
5-'year age group, from 25 years of age to 39 years of age, 
heart disease mortality for black males was more than 
twice as high as for white males in 1977. Between 40 and 64 
years of age, the relative difference decreased, and for 
those 65, years of age and over, mortality was lower for 
black males than for white males. Racial differences in 
heart disease mortality were greater among females than ' 
males, especially at the younger ages. 

Ischemic heart disease mortality includes about 90 per- 
cent of all heart disease ndortality, and as such, the trends 
are similar. Age-adjusted death rates decreased about 3 
percent per year during the past decade. For' each 5-year 
ageVoup, 25-59 years of age, declines of at least 25 per- 
cent during the period 1968-77 have been noted; Since 
1969, the ratio of white male to white female mortality 
. (2.2:1) has remained unchanged. ~ 

Some of the suggested explanations for the decline in 
heart disease mortality are: (1) decreased smoking* in 
general and in smoking df high tar and nicotine cigarettes 
among adult males, (2) improved management of 
hypertension, (3) decreased dietary intake of saturated 
fats, (4) more widespread physical activity, (5) improved 
medical emergency services, and (6) more widespread use 
and increased efficacy of coronary care units. 

Unfortunately there is no definitive jevidenceao deter- 
mine which of these explanations or which combination 
can account fo^he decline. 

The second major component of cardiovascular diseases 
iSjCerebrovascular disease or stroke, the third leading c^use 
of death in the United States in 1977, Cerebrovascular 
age-adjusted morttttity rates decreased about 25 percent to 
,66 deaths per 100,000 population, from 1950 to'f^70. By 
' 1977, the rate had'decreased an additional V percent to 48 
per 100,000 population. Reductions have been observed 
for males and females, white pfeople and all others^and for; 
nearly every age group. In recent years, cerebrovascular 
diiath rates have continued to decrease at a greater pace 
'than have heart disease death rates, 4,5 percent versus 2.6 
; percent' annually since 1^70,'Possible factors related to the 
decline include lowered incidence, improved management 



and Yehabilitation of the stroke victim, and effective 
hypertension ith^rapy (i.e., as hypertensibn is a major rislj 
factor for strQK.eL_ ; ^ ____ 



Malignant neoplasms, or cancer, is the second leading 
cause of death in the United States. In 1977, the age- 
adjusted mortality rate was 133 deaths per 100,000 popula- 
tion, 6 percent higher than in- 1950. This overall rise masks 
significant differences in capcer mortality not only for 
individual sites, but also for males and females, white and 
black people, the elderly, and the young. For example, 
from 1950 to 1970, the age-adjusted cancer mortality rat.e 
increased for males at an average annual rate of 1.0 per- 
cent for white males and 2.3 percent for black males, and 
decreased for females, 1.0 percent for white females and 
0.3 percent for black females. During the 1970's, the situa- 
tion changed somewhat for females, showing' annual 
increases of 0.1 pjercent and 0.7 percent for white and 
black females, respectively. The rate of increase decreased 
slightly for males with increases of 0,5 percent and 1.6 per- 
cent for white and bfack males, respectively. 

Cancer mortality has been increasing for some sites, 
namely the respiratory 'System, breast, colon, pancreas, 
and bladdery and has been decreasing for others— the 
stomach, rectum, cervix, and uterus. 

Of recent interest has been the 33-percent decrease in 
canc^ mortality since 1950 for the population under 45 
years of age. Decreases have been much greater for the 
population under 25 years of age than for the population 
.25-44 years of age. In addition, the/ate for persons 45-49 
years of age has decreased by 5 percent since 1974. The 
decreases have come about, in part, through reduced 
incidence of breast cancer in younger women, lung canck 
in younger men, and substantial improvements in treat- 
ment for childhood leukemia and Hodgkins disease. In the 
5-year age groups, between 50 and 64 years of age, cancer 
mortality increased, ranging from 6-15 percent since 1950. 
For those 65 years and over, the rate has risen 16 percent 
since 1950. Most of this increase h^s been among those 
; 65-74 years of age. 

Respiratory cancer included about one-quarter of all 
deaths from malignant neoplasms in' 1977. The age- 
adjusted respiratory cancer mortality increased by 168 per- 
cent between 1950 and 1977 to 34.3 deaths per 100,000 
population, while the rates forii.U other cancers combined 
; actually declined. ' . 

The age-adjusted mortality rate for respiratory cancer 
more than doubled from 1950 to 1970, increasing at 
average annual rates of 4 percent for white m^les and 
females and at 7 percent and 5 percent-for black males and 
' females, respectively. During the following 7 years, mor- 
; Cality increased an additional 3 percent per year. The 
annual rates of increase slowed substantially for males and 
increased for females. 

From 1950 to 1970, the sex ratios (i,e., male mortality to 
* fQmale mortality) in age-adjusted respiratory cancer nlor- 
tality increased for black people; but by 1977, the ratios 
had decreased, accounted for by the faster rate of mcrease 
^ in' female mortality. Regardless, respiratory cancer mor- 
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tality for males is significantly higher than for females (56 
versus 16 c^eaths per 100,000 population in i977<among 
white people and 78 versus 17 among black people). 

The recent slower rates of increase for male mortality 
are attributed ia paij^ to lowered smoking rates and to the 
growing acceptance of cigarettesv with lower tar and 
nicotine levels. Increases in heavy smoking, for females 
may account for some of the reduction in the sex ratio 
differences. 

Accidents remain the fourth leading cause of death in 
the United States. They are the leading cause of death for 
the population 1-34 years of age. The major component 
within this category is motor vehi^cle accidepts (48 percent 
of the total). 

As. discussed previously, the increase in the motor 
vehicle accident death rate from 1970 to 1977 contributed 
to the overall mortality increase among teenagers. Motor 
vehicle accident death rates are higher for males 15-24 
years of age than for any other group. 

Motor vehicle accident mortality for the total popula- 
tion decreased abou^ percent per year between 1968 and 
1973. The rate dropped 17 percent^ frorti 1973 to 1974 and j 
remained at this low level fpr 2 additional years. These / 
years with lowered rates correspond to the early stages of^ 
the ''55 miles per hour" speed limit throughout the 
country. However, the death rate increased by about 4 per- 
' cent from 1976 to 1977, perhaps an indication of relaxed 
adherence to or enforcement of the speed limit. According 
to* provisional data, there were 53,610 motor vehicle 
. related deaths in the United States io 1978, more than in , 
any year since 197J. j , 

C. Determinants and measures of health 

The most readily available measure of pregnancy outcome 
is the infant's birth weight. Infants weighing 2,500 grams 
or less at birth fare much more poorly in terms of 
morbidity and mortality than infants weighing more than 
2,500 grams. Data from the 1960 birth cohort study show 
that the infant mortality rate was about 17 times higher 
among lowrbirth-weight infants than among normal birth 
weight infants (190.3 versus 11.1 deaths per 1,000 live 
births, respectively). 

The proportion of infan|^ born at low-birth-weight (the 
low-birth-weight ratio) is about twice as high among black 
infants as among white infants, 13 percent versus 6 per- 
cent, respectively, for the period 1975-77. From 19?0-72 
to 1975-77, the proportion of low-birth-weigh( white 
infants decreased • 8 percent, compared with only a 
2-percent decrease among black infants. 

Geographic variation in low-birth-weight ratios exists 
across the United States. For the period 1975-77, the ratios 
varied from a low of 5.2 percent in North Dakota to highs 
of 9.1 percent in Mississippi and 12.6 percent in the 
District of Columbia. For the two periods 1965-67 and 
1975-77, the ratios were lowest in the West North Central 
and Pacific Divisions- and highest in the South Atlantic 
Division. The relative difference between the highest and 
lowest ranking divisions remained the same during the 10. 



years from 1965--67 to 1975-77. The high ratios in many of 
the Mountain States are partially explained by the high 
altitude of the area and the concomitant reduced supply of 
oxygen available to the fetus. 

Large variations among States in low-birth-weifht ratios 
persist even when race-specific data are considered. For 
exarfiple, the ratios for white infants ranged from 5.0 pec- 
cent in North Dakota and Alaska to 8.5 percent in; 
Wyoming and New Mexico in 1975-77. Among black 
infants in States with at least 1,500 black births annually, 
Colorado had the highest, ratio (14.6 percent)'* and 
Massachusetts had the lowest v^iio (1 1.1 percent). 

.From 1965-67 to 1975-77, the largest relative decreases 
in low-birth-weight ratios have been in the Mountain and 
Pacific Divisions. More recently, low-birth-weight ratios 
among black infants have decreased subs^tantially in 
Massachusetts, Rhode Island, Washington, and Oregon 
from 1970-72 to 1975-77. 

Efforts made soon after conception can have a strong 
infllience on the future health status of mother and infant. 
Through prenatal care, fetal growth and development can 
be assessed, and maternal behavior can be guided under 
appropriate supervision. The importance of the early 
initiation of prenatal care has beer > widely accept ed in the 
United Stat*. In 1977, 74 percent of the pregnant- women 
started care within the first trimester of pregnancy, j*t 4 
percent waited until the last trimester, anid only abopt 1 
percent received no prenatal care. Unfortunately, it is 
^ generally those women who experience higher risks of 
complications of pregnancy and/or'birth-r-that is, women 
who are black, teenage, older, high pari-ty,. 
linmarried— who wait until late, in pregnancy to get 
prenatal care. j 

Racial differertces in the initiatiqn of prenatal care are 
large. In 1977, about 77 percent of white women, com- 
pared with 59 percent of black women, beg^n care in the 
first trimester of^pregnancy. Seven years earlier, the 
relative difference was even greater, 72 percent of white 
women versus 44 percent of black women. 

The importance of prenatal care has increased during 
the past several decades as medical technology has made 
advances in the diagnoses of antenatal complications. 
Prenatal detection- of hereditary diseases and congenital 
defects is becoming a significant aid to both the medical 
community and the family in identifying **high risk" 
^^rths. Foj exampleT^ sl^ce 1968, midtrimester 
^awmiocentesis has been performed for an estimated 40,000 
cases, with about 15,000 performed in 1978 alone. The 
rationale for the procedure is **to. assess whether or not the 
fetus in that pregnancy is afflicted with, or at high risk for, 
a specific hereditary disorder or developmental defect for 
which it is known to be at increased risk." ^ 

Amniocentesis is currently considered appropriate for 
pregnancies where there is an increased fetal risk for 
chromosomal abnormalities (e.g., Down's Syndrome), 
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bVain or spinal cord defects, certain genetic disorders (e.g., 
mental retardation and severe hempphilia), a variety of 
inborn metabolic derangements (e.g., Tay-Sachs disease), 
and for the possibje' presence of a neural tube defect (e.g., 
anencephaly).^ 

Since 1979 is the International Year of the Child, disease 
prevention in' children is" receiving special' aUeptidn. 
Chilclhood immunization is a key indicator of the ade- 
quacy^of preventive efforts. • 

As of mid- 1979, 90 percent of children 5-14 years of 9ge 
had been immunized against measles, polio, diphtheria, 
tetaiius, and pertussis; about 84 percent had been 
immunized against rubella. The more serious situation, 
however, is among children 1-4- years of . age. In 1978, 
about 38 percent had not been immunized against rubella, 
37 percent had no measles vaccination, and 49' percent 
were without mumps vaccination. About 39 percent had 
not received the recommended dose schedule of polio vac- 
cine^, and 32 percent had not received the appropriate 
diphtheria-tetanus-pertussis (DTP) vaccine Schedule. 

During . this decade, immunization levels among youne 
children have improved for the measles, rubella, and t^le 
mumps. Immunization against measles increased from 57 
percent in 1970 to 63 percent in 1978, and rubella imnfiunj) 
zation increased from 37 percent in 1970 to 62i)ercent in 
1978. Since 1973, the immunization against tie mumps; 
increased from 35 pereent to 51 percent. DTP'a^nd polio 
protection, on the other hand, has declined. In 1970, 76 
percent of the children 1-4 years of age had at least three 
doses of DTP vaccine, and 66 percent had at least three 
doses of polio vaccine. By 1978, these prop^irtions had 
decreased to 68 percent and 61 percent, respectively. As of 
1978, 463,^000 children had not receive any.DTP doses, and 
nearly 1 n^illion had not received polio vaccine doses, 

In general, white children were more often immunized 
against these diseases than were children of all other races^. 
Ghilclren living inside central cities of standard 
metropolitan statistical areas (SMSA's) were the least 
likely to be adequately immunized when compared to 
children living outside the central. city and those not living 
in SMSA's. With^in the central city, 61 percent of the, 
children 1-4 years of age living in nonpoverty areas in 1978 
had been immunized against rubella, compared with 51 
percent of the children in the poverty areas. Similarly, , 
about 60 percent of the children living in nonpoverty areas 
were adequately immunized against polio, compared with 
43 percent in poverty areas. * - 

Protection from these childhDod diseases can come 
about either by having been immunized or by. having had 
the disease. The proportion of- children protected against 
rubella increased from 1970 to 1978 by about a third to 65 
per^nt. Measles protection increased to 64 percent in 
\9i%i ?in increase of one-quarter since 1965. The propor- 
tion'of children 1-4 years of age who have ever had rubella 
decreased from more tlMtn 14 percent in 1970 to 8 jJercent 
in 1978. For measles theproportion dropped sharply from 
20 percent in 1965 to 3 percent in 1978, 
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- State and local health departments are responsible for 
reporting the number of cases of certain diseases to the^ 
Ceiiter for^isease Control (CDC), although the reporting 
is voluntary* The Qompleteness of reporting under such a 
system varies accordmg to public concern and awareness 
of the importance of the disease. Also, cyclical variation in 
the occurrence of epidemics accounts for some of the 
annual increases or decreases. In addition to trends, the 
levels*, of ^specific diseases may be misleading. Some 
diseases, includiilg^the common childhood diseases, have 
been seriously underreported. The number of these cases 
reported to CDC is only about a tenth of the number 
f^orted in the Health Interview Survey, a nationwide 
survey. 

Gonorrhea has ranked first among reportable com- 
'^Vnunicable diseases iri the United States since . 1970. The 
number of cases perS00,0(K) civilian population hasVeen 
increasing since the late 1950's. However, data for 1975 to 
1977 suggest a reversal. of the longstanding upward trend. 
The incidence rates of^ other venereal diseases, including 
syphilis, have been decreasing! 

_ In the Health Interview Survey, a l?irge sample of the 
civilian noninstitutionalized' population is^ interviewed 
about self-perceived health status. Questions are asked 
about activity limitation and disability associated with 
specific chronic and acute conditions, about physician and 
dental visits, about hospitalizations, and about personal 
health habits (e.g., smoking). 

. Most people assess their own health as goc/d or excellent^ 
In 1972 and 1977, only about 12 percent^ assessed their 
health as fair or poor, compared with others in the same 
age groups. Not surprisingly, younger people feel better 
than older people; 4 percent of the poputetion under 17 
years of age reported themselves in fair or poor health, 
compared with 30 percent of the population 65 years of age 
and over. These proportions have remained basically 
unchanged since 1972. Race, family income, and 
residence, each adjusted for differences in respective age 
distributions, are associated with this measure Df health 
status. Fof example^ black people are twice as likely as 
white people to report fair or poor health. People in low 

~in~cbme families (less than $5,000) are nearly 5 times as 
likely as those in the highest income group ($25,000 or 
more) to report fair or poor health. People living in the 
South and those living in noniiietropolitan areas are about 
30 percent more likely than their, counterparts jn other 
regions or metropolitan areas to report fair or poor health. 

In 1977, about an eighths of the population reportec 
limitation of activity resulting from a chronic condition or 
physical impairment. As with self -assessed health status, 
limitation of activity is strongly related to certain 

Xiodemographic characteristics^ Fpr e)^ample, while only 
ercent of the young peopl^ere limited in activity/43 
percent of the elderly reported activity Ij/nitation. Approx-/ 
imately 17 percent of the elderly were unable to carry /on 
their major activity because of a chronic condition or 
impairment. Although the per^:entages are relativdy small, 
there was a 38-percent rise between 1972 and 1977 in the* 
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t^roportion of people 45-^64 ycars-of age and^a 20-percent 
rise in the proportion 17-44 years of age who were unable 
to carry on their major activities. Proportionately more 
males than females (6 percent versus 1.5 percent) reported 
being unable to carry on their major activity, even though . 
males were only slightly more apt to be limited than 
females. As more women enter the labor force, and as. 
more women are employed in physically demanding jobs 
similar tg those of many men, this difference may be 
reduced. 

The socioeconomic differentials in limitation of activity 
are somewhat less than the differentials in reported health 
status; Black people are 24 percent more likely to report 
limitation of activity than white people. In addition, 
people in low income families are IVi times^more likely 
thaa those in high income families to report limitation of 
activity. Because causality cannot be determined from 
these data, limitation of activity may be a cause of lower 
income. 

Data from the Health Interview Survey must be inter- 
preted with caution, people can only report on the condi- 
tions they are aware il)f or think they have. Furthermore, 
since the data are/'^limited to the nohinstitutionalized 
population, the estimates of people limited in activity are. 
lower than they would be if the institutionalized popula- 
tion were included. 

The number of disability days measures, to some degree, 
the exteot'to which people have to cut back on thejhings 
they usually do. There were an estimated 17.4 re^tricted-^ 
activity days per person in 1977, resulting from either 
illness or injury. Days of restricted activity increase with 
age. There are also more disability days for black pe^ople 
than white people, and more for people in lower income 
families than for people in higher income families. Bed- 
disability days include nearly 40 percent of all restricted- 
activity days. 

Acute conditions are a &:equent cause of disability days. 
Unlike chronic illness, the incidence of aCute conditions is 
highest for people under 17 yea^rs of age. The relationship 
by age has remained con^nt over time; that is, the 
incidence of acute conditimis for the population under 17 
years of age has b^eij 1.4^1.5 times as high as the incidence 
for the .population 17/44 years of age* and about 2.0-2.2 
times as high as for the population 45-64 years of age. For 
the elderly (65 years of age a.nd over), these data would be 
' somewhat more difficult to interpret. The elderly are less 
lilfely than younger people to rejJDrt an acute condition; 
they are likely to have already limited their activij^ or be 
under medical care for one chronic condition so tne onset 
of another may not further restrict them or cause them to 
seek additional medical care. 

Since the incidence of acute conditons- is highest in the 
winter months, it is advantageous to measure it by the year 
ending June 30 as opposed ko the calendar year so that the 
peak season in. measured as one unit rather than being 
divided between 2 different years. During 1976-77, there 
were about 223 aftjite conditijons per 100 persons, The 
incidence rates vary^from one y^ar to lh6 next depending 



on whether oranot epidemics occur. For .examlple, in 
1971-72 and in 1968-69,; the incidence , of influeifza was 
higher than in previous years. Questionnaire design is 
another factor affecting variation in rates. In 1974, for 
example, the questions on aqute conditions were modified 
thereby affecting the rates for that year. Since the data are 
collected on a calenda^ year and are tabulated on a year 
ending June 30 basis, the 2 adjacent years are also 
affected. These factors make it difficult, if not impossible, 
to discern trends in the incidence of acute conditions. 

Acute conditions cause an average of about 9 days of 
restricted activity per person per year, including abovijt'4 
days in bed. On the average, slightly more restrictea-,^ 
activity days were reported by people 65 years of age aad 
over than by the younger population, despite a loVer 
incidence of conditions. Part of this differj|j>tial is 
associated with the higher threshold for the el(^erly in 
reporting acute conditions. It would appear then that an 
acute episode has a greater impact on an elderly person : 
than on a younger person. With more people living'longer 
than ever before, more sensitive measures of health are ' 
necessary to characterize the disease and disability pattern^ 
of an aging population,; • ' 

Cigarette smoking is one personal health-rdlated habit 
that has received much attention! A great deal of data has 
been collected on thib.. impact of smoking on health. 
Smokers have a much higher risk of developing 'lung 
cancer than nonsmakers. the risk of dying ,from hearty 
disease increases witp increased smoking. Smoking during 
pregnancy ha? a demonstrated adverse effect on the welK* 
being of th| fetus/and the health of the* baby. Current 
cigarette smpkers f$Tid4a4;eport more acute and chronic 
conditions (e.g., chronic bronchitis) than those who have„- 
never smoked. • 

Based on 1978 data from the Health Interview Survey, 
the evidence is that campaigns against cigarette smoking 
have had some effSbt— particularly among males;20' years 
of age and over. During the 2-year period 1976-78, the per- 
cent of male smokers decreased to 38 percent, an aver£ige 
annual decrease of 4,3 percent, compared with an average . 
annu^ decrease of 2,0 percent for the earlier 1 1-year' 
period 1965-76. Between 1965 and 1976, the increase in 
former smokers accounted for 80 percent of the reduction 
in the proportion of cigarette smokers. From 1976 Jo 1978, 
however, only 31 percent of the reduction could be 
attributed to former smqkers; an increase in the propor- 
tion of males who never smoked accounted for the'remain^ 
ing 69 percent. ^ 

Patterns for females are not as encouraging. In 1978, 3L 
percent of the females 20 years of age and over smoked- 
cigarettes, decreasing at less than 2 percent per year for the 
\, previous 2 years, compared with a very small rate of 
decline (0.6 percent per yearj for the 11-year period 
1965-76? The reduction in the prevalence of smoking 
among women between 1965 and 1976 was attributed to an 
increase in th6 proportiorv/)f former smokers, offsetting 
the decrease in the proportion who never smoked. From 
1976 to 1978, there was no change in t^e proportion who 
never smoked. 
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There appears to be an appreciable change in the sacial 
norms governing cigarette smoking aiiiong young people. 
Fewer people are starting to smoke than was true over a 
decade ago. In 1965, about three-fifths of the males 20-24 
. yearsj;of rage wepje current cigarette smokers; by 1978, only 
two-fifths ©T these males were smokers. Among females of 
' - thfl^^same^ige^roup the change' was less a^ Slightly 
..moreithan two-lfiftbs ^Wre smoking in 1965, compared 
with a third in 1978. f 

. Racial differences anrohg jnales 25 years of age andpver 

• ; have remained relatively etffistant from 1965 to 1978, with 

the prevalence!; of smoking abou; 20 percent higher for 
black than wKite males; Overall, the proportions of white 
and black women who ^moke have been atibut equal. 

/ ^From J 976 to 1978, the proportion of current smokers 
who smoked at least 25 cigarettes per day increased from 
. 31 percent to 36 percent among males 20 years of age ancf 
over. and from 20 percent to 22 percent among females. 
.I}icreases 'are evident in all age groups, but the^e may be 
..o" misleading. Some of, the changes are.due to les^ frequent 
' ^ smokers quitting and some |q increases: in smoking of low 

• tar and nicoUne cigarettes, y ■ 

" ^^-^ Teenage smoking levels,, which increased substantially 
from 1968 to 1974, showed signs x>fia decrease by 1979. 
/ Among both males ^arsd fem&les, piir rent smoking 
' 'decreased, from |6 percent in 1974 to 12 percenUri •1979:' 
Decreased w^re more^ pronounced for mal^S 17t^18 years of 
age than for most ' other -groups. In 1974, 31 percent 
smoked regularly,' c^^pared with" 1 9 percent in 1 979. . « - 

the siex differential in teenage cigyette^s 
per iOO females) reversed itself from 1968 to 1979. In 1968, 
15/ percent of the malgs 12-18 years^'of aj^e -'^ere 
. . smokers, compared with 8 percent of the females; by 1979," 
/a/^reater p^rcen of. females were sniokers (11 percent for 
. oniales vejrsus 13 percent for females). The shift is par-. 

> Ocularly evident aniong those 17-18 years of age; in 1968, 
I y /30 percM^ males 17-18 years pf age and' nearly 19 

y v/^percent of the females smoked on st^^re^ufar basis, cora- 
: pared with 19 percent of the males and |26 percent. of the 
/« . females in 1979. / V 

In the Health and Nutrition Examination Survey, 
r standardized Vpt^ysical examinations apd diagnostic tests 
are performed on a- representative sample, of the civilian 
. 'i^cmnstitutionalized population*;; Serum cholesterol, a- 
"\\ major risk factor in the develoi5ment of coronary h^art 
disease, is pne.measuj-e for Ayhich comparable datia are 
available for Ji960-62 and !)[ 97 1-74. Recent evidcnW^^ 
gests that cholesterol cstn be Idvyered by dietary moifiifica« 
r tion. From l96p-62 to l'9?l-74, the percent of males and 
, /females vVith elevatedv serum cholesterol levels (i.e., 260. 
/.mg/lOO rril or more) decreased by 12,5 percent aild 22.5 
.percent to 14.7 percent and 17.2 percent, respecitively. 
Each age-sex gr^cjup showed a djjcrease in prevalence, 
although there was some variation in the size of the rerfuc- 
. tioh. During both time periods, females 25-44 years of age 
had a lower prevalence pf elevated cholesterol levels than " 
; males, ' while ihc opposite ,^^;Was true arxiong* those 55-74 
■lycars-pf-^ge// 'v; • ^; 
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Hypertension is an established risk factor in corohaiy^ 
artery disease and cerebrovasc^r disease. Elevated blood 
pressure' \yas as prevalent in 19|7p^4 as in 1960-62— about 
18 percent even after adjustment for differences in the age 
distribution between the two tirbe peri(^ds. Only for people 
65-74 years of age is there evidence of a decrease in 
prevalence in each race-sex group. For both sexes, elevated 
blood pressure was almost twicd as prevalent among black 
people as among white. 1 
^ Occupational* exposure to hazardous substances and 
exposure to pollutants in the air are two environmentally- 
related factors that can have i detrimental impact on 
health status. The attention accoi'ded problems of occupa- 
tional safety and health has increased greatly since the 
passage of the Occupational Safety and Health Act of 
1970. Based on data frbm' thj-Natronal Occupational 
Hazard Survey (1972-74), it w is estimated that 1 in 4, 
approximately 20 million, Amer can workers may have, at 
the time of the survey, been exposed to hazardous 
substances regulated by the Occupational Safety and 
Health Administration (OSHA). As many as 50 million 
people, nearly one-quarter of the population, may have 
been exposed to one or more such regulated hazardous 
substances at some time during their working lifetimes. 

Most occupational exposures are to multiple, rather 
than single, chemical agents. Workers are also exposed to 
chemical and physical hazards in the general environment 
and as a result of smoking and consumption of alcohol and 

odrugs/^One can -distinguish three different categories of 
occupational diseases: (1) those that are caused solely by 

. occupational factors, (2) those in which occu()ation is one 

\f>t the causal factors, and (3) those in which occupation 
affects the course of a preexistent disease. 

Exposure to asbestos is perhaps the most sferious known 
occupational heetlth problem in the United Stktes. An 
estimated 8-10 million people are currently, or have 
been, exposed to asbestos in the workplace.. Asbestosis and 
mesothelioma are two diseases associated with this 

"exposure. 

At least 35,000 textile workers in the United States are 
permanently disabled as a result of occupational exposure 
to cotton dust. More than 300,000 people are potentially 
^ exposed to the agents in the workplace which are presumed 
■ to cause byssinosilfe . 

Workplace exposure to toluene diisocyanate (TDI), used 
in the manuS^t^ure of polyurethane, is a cause of both 
respiratory ancTtlermatologic conditions. An estimated 
100,000 people are exposed to TDI vapor, a potent 
respiratory irritant and sensitizer; severe symptoms can 
develop irom exposure to very low concentrations. 

A recent U.S. Department of Health, Education, and 
Welfare^ paper suggests that 20-38 percent of all cancers 

-= ■■ '■ « >g 

^ Elevated blood pressure is defined as either systolic pressure of 160. 
mmHg or more or diastolic pressure of 95 mmHg or more. This term is . 
referred lo in the HANES reports on blood pressure as **definite 
hypertension/* ' ^ 

^ National Cancer 'Institute, National Institute of Environmental 
Health Sciences, and National Institute for Occupational Safety and ^ 
Health: Estimates of the Fraction of Cancer in the United States Relate^ . 
^lo CXfcupational Factots. September 15, 1978. 
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may'^be, in part; related to occupational factors. Although 
occupationattxpo^ures are a fi^ virtually every field 
of clinical medicine, they are^J|iom taken into account in 
diagnosing disease. Thus th^full extent of occupational 
diseases suffered by American workers today is not 
known. However, many workers continue to be exposed to 
well-known hazards such as lead, mercury, and silica, and 
suffer from diseases that have been known for centuries to 
be of occupational origin. At the same time, little is known 
about the health effect's of some of the chemicals that have 
been developed in recent years and continue to ik intro- 
duced into commerce at the rate of several hundred per 
year. 

Air quality estimates from the Environmental 
Protection Agency (EPA) show that the levels of par- 



ticulate matter and sulfur oxides have improved during this 
decade, primarily as a'result of improvements in industrial 
proccesses. On the other hand, nitrogen oxide emissions 
have increased as a' result of increased fuel use by electric 
utilities and increased highway motor vehicle travel, EPA 
estin^atesTtiat 29 percent fewer people in 1977 than in 1972 
were exposed to annual mean particulate matter levels in 
excess of the standards. Most of the decrease occurred 
prior to 1975.' : , ^ . ^ 

« 

9 Division of Air Quality/ Planning, and Star\dards: National Air 
Quaiity Emission Trends Report, 1917. EPA-450/2-78-052. U.S; 
Environmental Protection Agency. Research Triangle Park, N.C., Dec. 
! 1978. ' . ' 



Table 1. Live births ahcfcrude birth rates, according to race, and birth rates, according to age mother and race: United, 

St a tes»^ selected years 1950-77 / » 

(Data are based on the national vital registration system) 



Race and year 



Live 
births 



Crude 
birth 



rate 



10-U 
years 



15-19 
years 



Age 



years 



25-29 
years 



30-3^* 
years 



35-39 
yeari 



years 



'*5-«^9 
years 



Total * 

1950 ^— - 3,632,000 2'f.l 1.0 

1955 «*,097,000 • 25.0 0.9 

I960 , '^,257,850 ' 23.7 0.8 

1965- r- ,3,760,358 ^ \3A 0.8. 

1970 ~ 3^731,386 ' 1.2 

1975 ^ 3,U'f,198 l'f.8 1.3 

1976 ™ 3,167,788 U.8 1.2 

1977,, 3,326,632 15. 1.2 

White 

1950— 3^108,000^^ 23.0 O.'f 

1955 3,«*85,000 23.8 0.3 

1%0 3,600, 7'^'f 22.7 O.'f 

1%5™ 3,123,860 18.3 0.3 

1970 3,091>26'* \1 A 0.5 

1975 2,551,996 13.8 0.6 

1976 -1— - . 2,%7,61(^ 13.8 0.6 

1977 - 2,691,070 \kA 0.6 

All other 

1950 52^^,000 33.3 5.1 

1955 613,000 3'*.5 ^.8 

I960 657,106 v 32.1 '^.O 

1%5 ^ 636>98 27.6 ^f.O 

1970 6^*0,122 25.1 

1975 592,202 21.2 

1976 ^ 600, 17^* 21.1 «*.3 

1977 —-—^-- 635,562 21.9 1[.3 

Black: 



Live births per 1,000 women 



81.6 
90,3 
89.1 
70.5 

68.3 
56.3 
53.5 
53.7 



70.0 
79.1 
79. 
60.6 

57. «f 
46.8 



163.5 
167.2 
158.2 
138. 

133*.'* 
108.6 
102. 
102. 



196.6 
241.6 
258.1 
195.3 

167.8 
114.7 
112.1 
115.2 

'\ 

190.4 
235.8 
252.8 
189 .tl 

163.4 
109.7 
107.0* 
109.8 



242.6 
281.6 
294.2 
239.2 

1%.8 
143.5 
141.7 
145.7 



166.1 
190.2 
197 .A 
161.6 

145.1 
110.3 
0^08.8 
114.2 



165.1 
186.6 
194.9 
158.4 

t45.9 
110.0 
i08.4 
113.8 




140.1 
112.1 
111.6 
116.^ 



103.7 


52.9 


15.1 


1.2 


-116.0 - 


. 58.6 


16«i 


1.0 


112.7 , 


56.2 


^ft.5 


0'.9 




■ '»6.'^ 

0 


12.8 


0.8 


73.3 


31.7 


8.1 


0.5 


53.1 


19.4 


4.6 


0.3 


5<».5 


19.0 


'».3 


0.2 


57.5 


19.2 


'».2 


0.2 











102.6 
114.0 
109.6 
91.6 

71.? 
52.1 
53.5 
56.3 



112.6 
132.6 
13376 
113.0 

■ 82.5 
59.7 
60.7 
64.8 



51.4 
56.7 
54.0 
44.0 

30.0 
18^r 
17.7 
,17.8 



64.3 
74.9 
74.2 
62.7 

42.2 
27.6 



27.0 \ 
27.5-V 



14.5 
15.4 
14.7 
12.0 

7.5 
4.1 
3.8 
3.8 



21.2, 
22.0 
22.0 
19.3 

12.6 
7-*6 

^.0 
6.9 



1.0 
0.9 
0.8 
.0.7 

0.4 
0.2 
0.2 
0.2 



2.6 
2.1 
1.7 
1-5 

0.9 
0.5 
0.5 
0.5 



1%0 


602 


,264 


31.9 


4.3 


156.1 


29^.4 


218.6 


137.1 


73.9. 


21. 


9 


1 


.1 


1965 


581 


,126 


27.5 


4.3 


144.6 


243.1^ 


. 186.4 


111.3 


61.9 ■ 


18. 


7 


1 


.4 


1970 


572 


,362 


25.3 


5.2 


147.7 


202.7 


136. T 


79.6 


41.9 


12. 


5 


1 


.0 


1975 


511 


,581 


20.9 


5.1 


113.8 


145.1 . 


105.4 


54.1 


25.4 


7. 


5 


0 


.5 


1976 


514 


,479 


20.8 


4.7 


' 107.0 


143.4 


' 105.5 


54.7 


24.6 


•6. 


8 


0 


.5 


1977 


v544 


,221 


21.7 


4.7 


107.3 


147.7 


111.1 ^ 


58.8 


25.1 


6. 


6 


< 0 


.5 



Live births per J, 000 population. 



NOTE: Data are based on births adjusted for underregistration for 1950 and 1955j basedS.or) registered births for all 
other years. Figures for 1960, 1965, and W70 are based on a 50-percent sample of births; for 1975-77, they are based on 
100 percent of births in-i selected States and on a 50-percent sample of births in all other States. Beginning in 1970, 
births to nonresidents of the United States are excluded. ,. — ^ . 



SOIJRCE: National Center for Health Statistics: 
■Service, DHEW, Hyattsville, Md. To be published. 
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Table 2. Birth rales for women 15-44 years of age, according to live-birth order and race: United States, selected 

' years 1950-77 \ .\ V. 

f S • • • , . 

(Data areJjased on the national vital registration system) 

V . 

■ 1 . '. [ ' 

Live-bir th order | 

. * * * • 

Race arid year Total ^ , - ^- , ' 

^2 3 , '* ^ higher 

, Total ^ Live births per 1,000 women IS-'f'f years of age 

1950 106.2 33.,3 • 32.1 - l&J 9.2 ; 13.2 . 

1955 - 118.3 ) 32.8 31.8 23.1 ^ 13.3 17.3 - 

I960 ..— - ■ 118.0 / 31.1 29.2 22.8 It.G . 20.3 

1965 — -- 96.6/ 29.8 23. f 16.6 10.7 16.1 

1970 - 87.9 3H.2 2%r2 *. 13.6 7.2 8.7. 

1975 66.7 28. f 21.2 • 9.5 3.9 3.7 

1976 ~— 65.8 . >.9 ■ 21.1 9.6 .3.8 , 3A 

1977 — . 67.8 ^8.6 21.9 10.1 3.9 3.3 

' White > ^ 

1950 • 102.3 • '33.3 32-.3 17.9 ' » 'lO.**. 

1955 * 113.7 32.6 32.0 ^ 22.9 ' 12.6 13.6 

1%0 -—- 113.2 - 30.8 29.2 22.7 1^.1 . 16. 

1965 y-'— " 9i.f 28.9 . , 23.0 16.2 10.2 13.1 ' 

1970 i-. 8'f.r 32.9 23.7 13.3 6.8 ' 7A 

1975 - 63.0 26.9 , 20.5 8.9 , 3.6 3.1 

1976 . 62.2 26.5 20.t ' 9.0 . . 3.'» 2.9 

1977 6'*.0 27.3 21.1 9.5 3.5 2.6 _ 

- Bl^ck 

1%0-- ' 153.5 - 33.6 29.3 2'».0 ' 18.6 ' '>8.0 . 

1965 . 133. 9~ 35.^ 26.2 19. t ^ • 1'».6 / 38.0 

1970 115. <t f3.3 • 27.1 16.1 10,0 . 18.9 

1975 89.2 37. If 2f.'6 12.8 6.3 8.1 

1976 87.2 35.8 2f.8 13.1 6.3 7.2 

1977 'Z. 89.8 36.3 * 26.0 13.9 6.5 7.0 

^Includes all other race? not shown separately. 

NOTE: Beginning in 1970', births to nonresidents of the United States are excluded. , 

SOURCE; • National Center for Health Statistics: Vital Statfetics pf the United States, 1977 , Vol. 1. Public H*ealth 

Service, DHEW, Hyattsville, Md. To be published. ^ . , 
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Tuble 3. Coinpleted fertility jrates and parity distribution for women SO-S^years of age at iiie beginning of selected years 
1925-78, according to parity, color, and birth^ cohort: United States, selected birth cohorts 1871-1928 

(Data are basod on the national vital registration systern) 



Color and 
birth 
cohort 



Age 

as of 
January 
1 



Com- 
pleted 
fer- 
tility 



rate 



Total 



Parity (number of children born alive) 



7 
or 
more 



Total 

1871-75 1925 3,773^5 

1876-80 ' 1930 3,53^.9 

1881-85—- 1935 3,321.6^^ 

18?6-90 19^0 3,136.8 

1891-95 — . ,19^*5 2,^2.6 

liB96-1900 1950 2,675.9 

1901V05 1955 7,m.t^ 

1906-19 -21 i960 2,285.8 

1911-15 1965 2,35^.3 

1916-?D'-.r 1970 .2,57'f.O 

1921-25 1975 2,856.9 ' 

192^-28 1978 2,999.3 

White 



1,000.0 
J, 000.0 

vl;ooo.O 

1,000.0 
. 1^000.0 
r, 000.0 
1,000-,0 
1,000.0 
1,000.0 
1,000.0 
*1*,000.0 
1,000.0 



Distribution of women^ 



207.2 


il2.8 


12'>.2 


110.0 


■ 93.6 


75.1 


66. <> 


210.7 


216.8 


123.2 


132.0 


llk.O 


93.0 


72.0 


6<>.5 


m.3 


217 A 


.13'>,6 


llt2.5 


119.3 


95.0 


* 72.0 


57.9 


161.3 


210. k . 


m.i 


153.5 


129.7 


99.5 


68.0 




135.3 


192.7 


172.0 


177.2 


139.3 


97,8 


61.5 


' IH.3 


111.2 


19^.6 


200.7 


195.2 


136.6 


87.8 


53.5 


ltl.3 


90,1 


201.9 


227.6 


206.2 


129.3 


80. <> 


<>8.6 


3it.7 


71.3 


213.6 


223.1 


218.7 . 


131. 


77.5 


<(<>.6 


29.2 


57.9 


190.1 


208.6 


238.1 




< 85.2 


'♦6.3 


28.8 


53.1 


1<>9.0 


179.0 


251.7 - 


r7'>.6 


. 102.8 


55.8 


32.0 


, 55.1 


108.5- ' 


152.1 


2*8.7 * 


197.0 


^123.5 


68.0 


•» 39.5 


62.7 


10<>.? 


128.9 


236.7 


205.5 


• 135.5 


76.3 


kk.2 


68.6 



1871-75 -»--- 


1925 


3,665.6 


i,oo'o.o 


299.7 


112.1 


f27.9 


112.$ 


' 95.5 


77.2 


66.7 


198.0 


1876-80 


1930 




1,000.0 


218.2 • 


121.9 


136.1 


116.9 


9'>.8 


7'>.0 


6<>.2 


173.9 


1881-85 


1935 


3,233. i 


1,000.0 


217.6 


132.2 


l'>7.9 


122. <> 


96.0 


7it.2 


57,8 


151.9 


1886-90 


19'>0 


3,092.9 


- 1,000.0 


209.1 


litit.3 


160.^ 


I32.lt 


100.2 


70.3 


3<>.8 


128.6 


1891-95 


19'>5 


2,890.<> 


1,000.0 


191.7 


167.5 


18<>.6 


lltl.lt 


98.0 


6it.2 


it7.i 


.104.8 


1896-1900 


1950 


2,631.5 


1,000.0 


193.1 


192.1 


205.9 


lltl.lt 


89.0 


33.2 


itl.l 


82.2 


1901-05 


1955, 


2,399.0 


1,000.0 


197.9 


219.5 


'218.3 


135.8 


82.3 


it9A 


33.7 


63.1 


1906-10 


1960 


2,2'>8.9 - 


1,000.0 


207.9 


. 218.0 


233.2 


138.8 


79.6 - 


itit.7 


28.0 


K9.& 


1911-15 


1%5 


2,313.5 


1,000.0 


I77.it 


, 20'>.9 


25'>.1 


158.9 


88.0 ' 


<>6.1 


27.it- 


, 43.2 


1916-20 — -- — ' 


1970 


2,526.7 


1,000.0 


13<^.6 


175.9 


268. 


185.1 


106.5 


55.3 


30.3 


43.6 


1921-25 


1975, 


2,793.7 


1,000.0 , 


94.2 


150.6 


26<>.6 


208.8 


127.9 


67.9 


36.9 


49.1 


1920-28 


• 1978 


2,915.7 


1,000.0 


92.1 


128.7 


2^1.1 ♦ 


217.8 


1<>0.2 


75.8 


'H.5 


- 52.8 



All other 
























1871-75 


,1925 


4,770.8 


1,000.0 


185.7 


118.2 


93.6 


' 82.0 


'76.4 


56.1 


65.3 


^22.7 


1876-80 


*^1930 


4,254.7 


1,000.0 - 


207.7 


134.0 


99.5 . 


. 87.4 


79.9 


3lt.7 


64.8 


272.0 


1881-85 


1935 


3,865.0 ^ 


1,000.0 


223.1 


- 151'. 5 


99,8 


96.5 


85.3 


41.5 


64.1 


238.2 


1886-90 -r 


1940 


3,451.4 


1,000.0 


231.9 


175.9 


105.9 


96.6 


93.3 


52.4 


58.0 


186.0 


1891-95 - 


1945 


3,212.5 


1,000.0 


222.3 


206.7. 


112.4 


llf.5 


92.6 


40. <> 


48.4 


162.7 


1896-1900 


1950 


2,967.7 


1,000.0 „ 


227.4 


255.0 


114.1 


97.5 


74.3 


38.8 


42:6 


150.3 


1901-05 


1955 


2,706.7 


1,000.0 


250.4 


275.9 


117.8 . 


81.0 


,62.3 


43.0 


39.1 


130.5 


1906-10 


1960 


2,529.1 


1,000.0. 


287.5 


266.6 


1'14.5 


73.2 


60.1 


43.5 


35.6 


119.0 


1911-15 • 


1965 » 


2,6<>1.2 


1,000.0 


296.1 


232.4- 


116.3 


78.3 


64.1 


46.1 ^ 


38.9 


127.8 


1915-20 


1970 


2,^24.2 


1,000.0 


266.2 


202.0 


120.9 


91.2 




57'.| 


44.9 


144.5 


1921-25 


1975 


3,315.9 


1,000.0 • 


217.7 


163 '.5 


131.7- 


lOi.2 


i9% 


68. f 


56.4 


164.8 


1924-28 


1978 


3,590.3; 


1,000^0 


194.1 


. 131.i-- 


132.9 


116.9 


100.3 


79.2 . 


64.1 


181.4 



Example of use of table i For every 1,000 women 50-5^^ years of age in 1978, an average of 2,999,3 children were bbrn alive (about 3 
children pet woman). AJbout 10 percent of Jhe women in this cohort reacl^d 50-5^ ye^rs of age havirtg had no childrifenf, about 13 
percent had 1 child, and about 11 perceht h^fj 6 children or more. ^ ^ 1 * 

2 Number of children born alive to eactt 1,000 women who have completed their reproductive histories (women 50-5^^ years of age). 
Proportionahdistribution of each 1,000 women in the cohort by the number of children born alive to them.* ' 

.SOURCE? National Center for Health Statistics: Fertility Tables for Birth Cohorts by Color, United States, 1917-73 by R, Heuser, 
DHEW Pub. No. (HRA) 76-1152, Health Respurces Admirristration. Washington, U,S, Government Printing Office, Apo* 1976; data 
computed from Vital Statistics of the United States, 1977 , Vol. 1. Public Health Service, DHEW, Hyattsville, Md. To b^' published. . 
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Tabic 4. Selected meiisures of teenage fertility, acc<^ding to age and rac^: United States, l%8-77^ 
» (Data are based on the national v^tal registration system) 



Race and year 



10- It 
years 



15-17 
years 



18-19 
years 



10-lt 
years 




15-17 
years 



18-19 
years 



15-17- 
years 



18-19 
years 



Total 



Live births per 1,000 women 



Percent of all live births 



Live births to 
unmarried 
women per 1 ,000 
unmarried women 



1968- 

1969- 

1970- 

19>1 . 

197^ 

1973 

197* 

1975 

1976 

1977 



1.0 

1.0 

1.2 

1.1 

1.2 

d.3> 

1.2 

1.3 

1.2 

1.2 



35.1 
35.7 
38.8 
38.3 
39.2 
38.9 
37.7 
36.6 
34.6 
34.5 



113.5 
112.4 
llf.7 
105.6 
97.3 
91.% 
89.3 
85.7 
81.3 
81.9 



White 



1%8 


0.4 


25.6 


100.5 


1%9 


0.4 


26.4 


. 99.2 


1970 


0.5 


29.2 


101.5 


1971 


•0.5 


28.6 


92.4 


1972 


0.5 


. 29.4 


84.5 


1973 .. 


0.6 


29.5 


79.6 


197<, 


0.6 


29,0 - 


77.7 


1975 


0.6 


28.3 


74.4 


1976. 


0.6 


26.7 


70.7 


1977 . 


0.6 


26.5 


71.1 



/ Black - 

1%8 4.7 

l%yj: . 4.8 

1970 5.2 

1971 5.1 

1972 5.1 

1^3 — . 5.4 

'197<, 5.0 

1975 5*.l 

1976 ■ 4.7 

1977 4.7 



98.2 
96.9 
101.4 
99.7 
99.9 
96.8 
91.0 
86.6 
81.5. 
81.2 



206.1 
202.5 
204.9 
193.8 
181.7 
169.5 
162.0 
156.0 
146.8 
147.6 



0.3 

0.3 

0.3 

0.3 

0.4 

0.4 

0.4 

0.4. 

0.4 

0.3 



0.1, 
0.1 
0.1 
0.1 
.0.2 
0.2 
Q.T 
0.2 
0.2 
0.2 



1.2 
1,2 

1.^ 
1.3 
1.4 
1.5 
1.4 
1.4 
1.3 
1,2 



5.5 

5.6 

6.0 

6.4 

7.3- 

7.6 

7.4 

7.2 

6.8 

6^:4 



4.2 
4.3 
4.6 
4.9 
5.7 
6.0 
5.9 
5.8 
5.4 
5.1 



13.1 

13.1/ 

13.4 

14.0 

15,5 

15.8 ' 

15,4 

14.6 

i3.9 

'13.1 



11.4 
11.2 
11.3 
11.3 
11.7 
11.7 
11.4 
11.3 
10.8 
,10.4 



10.5 
10.2 
10.4 
10.4 
10.7 
10.6 
•10.4 
10.^ 
9.9 
9.4 



14.7 
13.2 
17.1 
17.6 
18.6 
18.9 
'19.0 
19.5 
19.3 
2QA 



30.0 
31. ;» 
32.9 
31.7 
'31.0 
30.6 ' 
31.4 
32.8 
32 .tJ / 
35M 



Live births to 
unmarried > 
women per l,p00.>:. 
total live births ' ' 



403.7- 
412.8 
429.8 

445yi> 

458.5 
4^6.9 
'482.5 
513r.9 
540.2 
565.5 



, ^ 210.7 
' 223.9 
232.0 
246.8 
255.7 
' 270.4 
298.1 
316.1 
. 343.7 





y 

/ 


0 




6.2 


/■ 16.8 " 


234.4 . 


127 .,4 


6.6 ' 


17.0 


240.3 


129.0 


7.5 


17.6 


252.0 


•135.0 


7.4 


15.9 / 


251.7 


1.31.7 




15.1 . 


2^.4 • 


136.7 


8.5 


15.0 


276.4 


142.6 


,8.9 


15.4 


294.2 


150.1 


.9.7 


16.6 


329.6 


171.9 


/ 9.9 


17.10 


357.4 


187.9 


10.7 


18.8 


389.2 


209 15 



16.6 










16.7 


72.3 , 


129.1 . 


72Q.9 


482.9- 


16.6 


77.9 1 . 


136.4 


759.6 " 


J21.4 


16,4 


80.9 


136.3 ' 


796.3 


560L.3 


1^0 


82.9 


129.8 


. 810.1 


590.2 


17.1 


^9.4 \ 


123.0 


825.6 


603.8 


17.1 


124.9 


848.0 


638.3 


16.8 


77.7 


126.8 


874.0 


676.0 


16.0 


'74.6 


121.6 


897.4 ' 


709.0 


15.4 


74.3 


125.9 


904.7 


746.4 



^ Includes all other races not shown separately. 

NOTE: Beginoingjn 1970, births to nonresidents of the United States are excluded. 
SOURCEt Division of Vital Statistics, National Center for Health Statistics: Selected data. 
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pijjfe S. Ltgal abortions, according to selected characterlsUcs of' the patient and of the procedure: IJnited States, 1972^77 

(Data are based on reporting by/iState fifeah)/ departments and by facilities) . , • 



Characteristic 



4 



(Center for L>is©^ Control 
Alan Gi^ttmacher Institute - 



Total- 



Age 



Under 20 years — 

20-2** years -t 

25 years and over 



White — 
AH other 



Color 



Marital status 



Married ~- 
Unmarrled 



Number of living children 

V VO-;j-- ~ 

I . . 

■2 -. 

. 3 : 

0 . . 

' ' 5 or more 

« 

4 

Location of abbrtion facility 

In State of residence 

Out of State of residence 

Proce^lure 

' Curettage — 

Intrauterine instillation 

• Hysterotomy or hysterectomy — - 
Other — — 

9 

Period of gestation 

. ' Under 9 weeks -» 

9-10 weel<s 

II- 12 weel<s J- -- 

13-15 weeks 

> 16-20 weeks 

21 weeks and over 



30.7 
17.5 
8.<> 

1.3 



Year 



1972 


1973 


197 «> 


1975 


1976 


1977 




Number of legal abortions reported ■ 






586,760 


■ 615^,831 
7«>«>,600 


763,<>76 
.898,600 


85«>,853 
1,03«>,200 1 


988,267 
,179,300 


1,079, MO 
1,320,009 






Percent distribution 

> 


i 




100.0 


. 100.0 


100.0 


100.0 


100.0 


100.0 


t 

32.6 
32.5 
3'>.9 


32.7 
32.0 
35.3 


< 

32.7 
31.8 
35.6 


33.+- 
"31.9 
35.0 


32.1 
33.3 
3<».6 


30.8 
3*. 5 
3*. 7 


■ 77.0 
23.0 


72.5 
27.5 


69.7 
^ 30.3 


67.8 

32.2 j 


66.6 
33.* 


■ 66. «» 
33.6 












90 7 

70.3 


27. «> 
72.6 


27. «> 
72.6 


'26.1 
73.9 


' 75.1* 


75.7 


18.2 
13.3 
8.7 
5.0 
■ 5.'* 


<>8.6 
18.8 
1<>.2 
8.7 
<>.8 
lt.9 


1*7. 
19.6 
1<>.8 
8.7 
«>.5 


■'>7.1 
20.2 
> 15.5 
8.7 

lt.2 


1*7.7 
20.7 
15.'* 

8.3 

k.l 

3.8 . 


53.* 
' 19.1 

7.0 
3.3 
2.9 



56.2 


7*. 8 


86.6 


89.2 


90.0 


. 90.0 


43.8 


25.2 


13.* 


'n 


10«0 


• . to.p 


88.6 


88.* 


89.7 


90.9 


92.8 


93.8 


10.* 


10.* 


7.8 


6.2 


6.0 


5.* 


0.6 


0.7 


0.6 , 


0.* 


0.2 


0.2 


0.5 


0.6 


1.9 


2.*- 


0.9 


0.7 


3*.'0 


36.1 


*2.6 


**.6 


*7.0 


51.2 



29.* 
17.9 
6.9 
8.0 
1.7 



28.7 
15.* 
5.5 
6.5 
1.2 



28.* 
1*.9 
5.0' 
6.1 

.0 



28.0 
1*.* 
*.5 
5.1 
0.9 



27.2 
13.1 
3.* 
*.3 

o.a^ 



NOTE: Percent distributions exclude cases for which selected characteristic was unknown and are based on abortions reported to the 
Center ior Disease Control. 



M^ortion 



SOURCE: Center for Disease Control; Afcortion Surveillance, , 1976 . DHEW Pub. No. (CDC) 78-8205. Public Heajth Service. 
Washington. U.S. Government Printing Office, Apr. 1978 and Abortion Surveillance, 1972 . Public Health Service„DHEW, Atlanta, Ga. 
To be published} Sullivan, E., Tietze, C, anil Dryfoos, 3.: Legal abortions in the United States, 1975-197^. Family Planning 
Perspectives 9(3)tll6-129, May-June 1977; The Alan Guttmacher Institute; Personal communication, 1979. 
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Table 6. Legal abortions, ajbortion-related deaths and <eath rates, and relative risit of deatJi, according to period of ges- 

~ talion: United States, 1972-74 and 1975-77 

(Data are based primarily on reporting by State health ctepartments and by facilities) 



- • ' ^ . Abortion-related • 

j deaths 

' YeaV and period Number of _i ' ' Relative 

of gestation ] - legal . ' risk of 

, abortions Rate per ^ death^ 

reported 'Number 100,000 * . . - 

y ' ' abortions 



Total— — - 1,966,067 7f , 3.8 



Under 9 weeks .7^7,550 f 0.5' 1.0 „ 

9-10 weeks 581,002' >U 2.t '».8 

a- 12 weeks 330,5^7 13 • ,3.9 7.8 

13-15 weeks ■ 129,536 - 10. 7.7 - 15.0 

16-20 weeks r 147,160 27 18.3* ,36.6 

21 Weeks and over 30,282 6 19.8 39.6. 

. . . 1975-77 ' • . ' ~ ■ , 

Total'— i- • 2,922,550 x .55 ' 1.9 



Under 9 weeks -1,398,252 8 0;6 ;1.0 

9-lOweelks— 812,549 , / 9 ' . 1;1 1.8. 

.11-12 weeks -— 410,999 7 1.7 ' ' ' 2.8 

13-15 weeks 124,354 10 8.0 • . 13.3 

16-20 weeks 148,036 15 10.1' 16.8 

21 weeks and over . ~ . ' 28,360 6 21.2 35.3^ 

J 0 ■ -'^ 



R'elative risk based on the index rate of 0.5 for 1972-74 and 0.6 for 1975-/7 for the gestation period under 9 weeks. \, 
SOURCE: Center for Disease Control: Abortion Surveillance, 1977 > Public Health Service, DHEW, Atlanta, Ga. T6 be published. 



Table 7. Births to ever-mtirried women 15-44 years of age during 5 years prior to interview, according to wantedness and 

r^ce and^age of mother: United States, 1973 and 1976 - 

(bata are based on household interviews of samples of ever-married women in th^ childbearing ages) 

- / * « 

' Births during " 

5 years prior ' Waated Wanted later^ Unwanted 
Race and age to interview^ 
of mother • ^ * ^ Total > ' .' , ' v 

1973 1976 , 19^3' 1976 '1973 1976 1973 i^lt 

-t.„ . ■ ■ • ■ - _ ■ ♦ 

' ^ • • : 

Number in thousands ' • Percent distribution * , 

Total^— 16,078, 15,233 100.0 85.6 88.3 2«f.2 23. l«f.2 10.6 

15-2«fyears 5,'l36 ^,58'f' 100.0 91.9 92. 39.8 38.3 g.l ♦6.1 

25-3'fyears 9,16'f 9,071 FOO.O - 86.3 ^ 89.^ 18.3 18.3 13.6 9.6 

"35-'f'f years M,779 1,577 100.0 • 6{f.'f 69.9 ♦ 9.^*' ♦9.1. 35. *f 29.1 

White l'f,085 13,121 " 100.0 87.6^ 89.9 23.5 23.^ 12.2 . 8.9 

15-2'f years ^ ^^,35^, 3,863 100.0 93.2 93.7 38.6 39.3 ♦6.7 - ♦ ^.7 

25-3^ years 8,203 7,977 lOtf.O 88.3 90.8 18.0 18.1 ,11.5 8.2 

^5-'f'fyears 1,528 1,280 100.0 67.8 73.2 ♦ 9.7 ♦ 8.3 - 31.9 25.8 

Black 1,782 1,736 100.0^ 69.8 7^.8 29.0 2'f.5 30.1 23.8 

15-24 years ^ 7^^ 66«f -.100.0 83. 83.9 'f5.6 ^35. 6 ^16.6 ^15.0 

* 25-3^^ years ' 837 i^O 100.0 65.8 7f.7 *20.0 ^18.0 -3'f.l ^23. 6 

35-'f'fyears ^ 205 231 100.0 ^36. 6 ' ^^8.7 ♦ 5.6 63. ^50.0 

i ' 

* 2 Multiple births counted only onCe. ^ ' . ' 

Perceats do not add to total bec^sd the "wantedness" of a small proportion of births was undetermined. 
' njincluded in "wanted" category. 0 « 

Includes all other races not shown separately. , , ^ * '< i 

SOURCE: Division of Vital Statistics, National Center for Health Statistics: pata from the National Survey of Farfiily Growth. 
• ' ' . " I 
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Table Death rates due to all causes, according to race, sex, and age: United States, selected years 1950-77 

(Data are based on the national vital registration system) 



Year 



Race, sex, and age 



1950 



1935 



1960 



1965 



1970l 



1975^ 



1976^ 1977^ 



Total^. 

All ages, age adjusted^—' 
All ages, crude — ' 

Under 1 year r-*- I 

l-'f years . /. 

5-9 years 

lO-l'* years — 

15-19 years — 

20'2f* years — — ^ 

25-29 years ^ 

30-3'* years - 

35-39 years 

'fO-^^ years , • 

'^5-^9 years -r— 7™ 

50-5^ years — — 

55-59 years — - ' 

60-6^ years . 

63-69 yearj 

70-7^ years ^r— 

75-79 years — ^ — 

80-8^ years — 

85 years and over 



Number of deaths per 100,000 resident population 



4 

/. 8^1.5 




76«*.6 




760.9 




739.0 




71^.3 












■ 963.8 ' 




930.'* 




93^,7 




9'*'*. 6 




9^*5.3 




0 O-O c 






0/0 . 1 


75(^.6 


2; 


8^*8.5 


2 


696 A 


2 


«*63.3 


2, 




1, 


641.0 


1,595.0 


1, 


^85.6 




113. «* 




109.1 




95.9 




8'*.5 




70.8 


69.9 




68.8 


6r.7 




50.6 




'*9.0 




'*3.9. 




'*2.1 




35.7 


3'*..8 


* . 


3«*.0 


- 58.1 




^6.6 




'^'f.O 




«*0.5 




<*0.6 




35.7 


• 3'*.6 




35.1 


108.6 




97.3 . 




92.2 




95,3 




110.3 




101.5 


. 97.1 




101.6 


' 1^*6.0 




13^*. 9 




123.6 




126.6 




1<*8.0 




138.2 


131.3 




133.5 


159>3 




135.5 




130.8 




13^.0 




m.z 




136.7 


129.3 




132.1 


199. 




163.0 




160.7 




167.9 




172.9 




151.0 


U<*.8 




U0.9 


283.7 • 




238.6 




233.6 




2^2A 




2^*7.1 




209.6 


198. 




195.5 


.'*'*1.3 




379.8 




370.2 




370.0 




377.0 




326.1 


313. «* 




30^.7 


682.2 




392 A 




590.9 




583.3 




58^^.1 




512. <» 


'*98.1. 




'*92.3 


1,0^*2.2 




9(^7 A 




9^*3.1 




92'*.0 




889.3 




?8^6 


. 167.7 




7 3k. 7 


1,562.3 


1 


,t*oe.3 


1 


,385.0 


1 


,33^*. 9 


1 


,361.0 


1 


,199.8 


1,175.0 


1 


,138.1 


2,329.0 


2,097.8 


2 


,U8'.3 


2 


,120.9 


2 


,003.5 


1 


,832.7 


1,822.8 


1 


,78^.9 


3,328.2 


3 


,168.2 


3 


,l'fK7 


3 


,0'*5.3 


2,969.2 


2 


,57it.7 


2,5^1.5 


2 


,^80.^ 


5,152.0 




,695.1 




,720.6 


i* 


,'*20.6 


<* 


,370.8 


«* 


,050.5 


3,9^8.3 


3 


,8^7.1 


7,979.3 


7 


,367.2 


7 


,20f*.0 


6 


,980.3 ' 


6 


,721.8 


6 


,205.1 , 


6,186.7 


6 


,073/<r 


11,8<*0.8 
20,153.'* 


11 


,W.O 


11 


,72'*.0 


10 


,8U.6 


10,157.8 


9 


,102.6 


9^3^*.^ 


8 




18 


,983.3 


19 


,857.5 


20 


,069.0 


16 


,3'*'*.9 


15 


,r87.9 


1^5,^*86.9 


1^ 


f725.9 



^hite male 

AU -ages, age adjusted^-—' ' 963.1 ^- 905.0 917.7 911.1 '- 893. <» 

All ages, crude 1,089.5 1,069.6 , 1,098.5 1,087.6 1,086.7 

Upder 1 year — )- d 2,877.9 .2,69<».l 2,<»09.0 2,113.2 

l-<» years ^ / ' 109.6 10<».9 91.5 >. 83.6 

5-9years 67.3 56.7 53.7 '»7.5 47.5 

10-lf'years ' 67.1 56. <» 51.6 <»8.7 M.5 

15-19 years 13G.5 132.1 125.2 130.8 l'»7.1 



20-24 years 



963.1 




905.0 


1,089.5 




069.6 


766. i* 


> 

• 2, 


877.9 




109.6 


67.3 




56.7 


* 67.1 




36.k 


130.5 




132.1 


173.0 




182.5 


'170.1 




158.0 


201.1 




176.2 


293. i* 




258.5 ^ 


'*75.6 




'*23.2* 


773.7 




700. <* ^ 


1,213.6 


1 


,15^*. 9 


1,881.^* 




p760.8 


2^805.7 


2 


,6^*5.5 


067.0 


^\ 


,96^*. 8 


6,038.3 




,720.5 


9,060.0 


8 


,6<*9.8 


; 13,369.7 


13 


,292.3 


, 2Z, 132,6 


20 


,063.6 : 



166.9 171.0 199.1) 



25-29years 170.1 158.0 152.1 157.3 169.2 

30-34 years 201.1 176.2 173.2 178.3 185.4 



35-39 yeArs ^ 293.4 258.5 253.4 - 258.3 260.4 

40-44 y^rs p 475.6 423.2' 417.0 411.5 /420.0 

45-49 years 773.7 '700.4 ^ 709.3 687.1 684.6 

50-54 years ' 1,213.6 1,154.9 1,183.3 1,157.1 1,098.6' 

55-59 year's -— 1,881.4 1<,760.8 1,784.6 1,751.5 1,774.6 

60-64 years- 2,805.7 2,645.5 2,751,.4 2,801.2 2,708.4 

65-69 years -'— : ' 4,067.0 3,964.8 4,050.7 4,061.8 • 4,046.1 

70-74 years -"-i 6,038.3 5,720.5 5,909".2 5,7^8.8 5,828.0. 

75-79 years 9,060.0 8,649.8 8,698.7 8,741.9 " 8,693.4 

-SO-84 years . ,'13,369.7 13,292.3 13,544.3 13,073.5 12,606.8 

85 years and over ,2Z,132,6 20,063.6 21,750.0 22,733.6 18,551.7 

See fxwtnotes at end of table. * . 





8J2.7 




798.8* 




781.5 


1, 


015.3 


1, 


010. 




998.2 


1, 


59^*.^, 


1 


511.8 


i;«9;7 




*71.3 




71.9 . 




69.7 




39. «* 




38.3 




38. «* 




43.3 




^2.8 




'*2.5 




I'*'*. 5 


a 


138.1 




U5.8 




189.5 




182.^ 




190.0 




168.9 




159.8 




167.3* 




169.5 




16^.2 




16^.2 




230.2 




219.2 




219.3 




363.5 




352.2 ' 




335.7 




606.0 




586.6 




565.1 




971.3^ 




9^0.9 




923. k 


f,53^.6 


1 


yk96.k 


1 


,m.o 


2 


,^^3.7 


2 


,W.9 


2 


,338.0 


3 


,590.9 


3 


,5^2.9^ 


3 


,^36. «* 


5 


,^62.2 


^ 5 


,3^0.8 


5 


,233.9 


8 


,253.6 


8,2^6.8 


8 


,10^.6 


11 


,832.0 


11 


J7k.k- 


11 


,597.5 


18 


,257.9 


18 


,767.6 


18 


,0^1.7 



) 
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' Table 8. Deg^th rates due to all causes, according to race, sex, and age: United States, selected years 1950-77^Continued 

^ (Data are based on the national vital registration system) 



Race, sex, and age 



1950 



Year 



1560 



1965 - 



19/0^ 



1975^ 



1977^ 



White female 

All ages, age adjusted^ ^ 

All a^es, crude , 

Under 1 year ) 

1-^ years • / 

"'%9 years 

10-1^ years 

15-19 years 

20-2«* years — < 7— 

25-29 years 

30-3'* years 

35-39 years 

^O'^i^ years 

'*5-'f9 years 

50-5^* years-7 

55-59 years 

60-6^* years 

65-69 years r 

70-7«(*year^ 

75-79 years 

SO-S^f ypars 

85 years and over 



Number of deaths per 100,000 resident population 





6«f5.0 




572.8 




555.0 




527.6/ 




501.7 


445.3 




803.3 




777 A 




801.0 




800 .y8 




812.6 


783.8 






2 


,167.5 


2, 


007.7 


I 


,801.3 


Ml 


614.6 


1 ,222.3 




Joo • J 




90.3 




85.2 




74.6 


66.1 


57.1 




^8.2 




39.0 




38.3 




33.8 




32.0 


27,5 




«fl.3 




31.8 




30 




28.0 




27.9 


24.4 




62.3 




53.9 




50.3 




50.1 




57.8 


, 52.4 




79.8 




6«f.7 




60.4 




63.1 




65:7 


59.8 




97.4 




7«f.l 




71.6 




70.6 




73.1 


, 64.1 




128.9. 




101. 0 




97.1 




101.6 




97.2 


'84,3 




187.8 " 




15«f.7 




147.5 




150.8^ 




150.9 


, 124.0 




288.8 




2^6.8 




237.9 




235.7 




232.0 


> 206.9 








369.2 




368.5 




376.1 




373.6 


.326.6 




657.8 




575.9 




560.3 




567.4 




559.5 


499.7 


1- 


,0J7.6 , 




879.6 


829.7 




799.8 - 




830.8 


761.6 


1 


,621.1 


1 


,385.7 


1, 


362.2 


.1 


,281.8 


1, 


222.9 


1-,149.5' 


2 


,520.9 


2 


,304. «f 


2 


•154.9 


2 


,025i9 


1, 


924.5 


1^662.7. 




,265.2 


3 


,718.0 


3 


583.2 


3 


,231.3 


3, 


134.1 


2,798.8. 


7 


,0^^8.5 . 


6 


,396.3 


6 


084.2 


5 


,697.3 


>7349.8 


'4,801.8 




,061.8 


10 


,528, «f 


10 


'654.3 


^ 9,587.5 


8, 


869.4 


7,813.5 


19 


,676.8 


19 


,156.1 


19 


477:7 


19,353.7 


15 


980.2 


14,494.1 



439.6 
793.6 



1,192, 
55, 
26. 
24, 
52. 
57, 
, 61, 
80, 
^9. 
. 194, 
>19, 
•488, 
73J. 
1,1^57, 
1,651. 



2,721 
4,7^^5, 
7,743 
14,823, 



427.8 
783.3 

1,094.8 
^ 55.0 
25.6 
•2ft. 0 
55'. 2 
59.x 
61.4 
78.3 
115.6 
191.7 
^ 309*7 
480.1 
726.. 2 
^ 1,144.0 
1,632.7 
2,634.6 
4,4503.3^ 
7,494.9 
14,039.7 



AH other male 

All ages, age ad fust ed^—.-- 
AU ages. Crude" ^- 

Under 1 year ) 

1-4 years / 

5-9 years 

10-14 years ^— 

15-19.years . 

20-24 years — 

25-29 years 

30-34 years 

35-39 years i — 

40-44 years 

45-49 years — 

50-54 y^ars 

55-59*y|ars 

60-64 years 

65-69 yfears - 

70-74 years 

75-79 years >- 

80-84 years 

85 years and over'^- 

See footnotes at epd of table. 



1,358.5 
1,251.1 

1,438.8 

98.2 
93.8 
216.6 
365.4 
429.4 
573.0 
702.0 
1,039.0 
1,458.5 
2,332.7 
3,266.3 
4,^7^>.0 
. 4,605.4 
6,340.5 
8,864.1 
9,291.9 
15,742.1 



1,187.5 
1,133.3 



5,348, 
212. 
" 77. 
I 75, 

316. 

379, 
' 430, 

566. 
. 880. 
1,311. 
1,889. 
7,693, 
3,874. 
4,580. 
6,088. 
7,169, 
9,695. 
13,766. 



1,211.0 
1,152.0 

5,1:89.4 
207.3 
72.3 
78.8 
. 165.8 
. 274;9 
34 J. 0 
428.6 
599.2 
. 876.5 
. 1^241.5 
1,916.2 
2,500.5 
4,053.8 
5,10^.7 
6,493.2 
7,628.0 
11 ,017.4 
15,238.7 



I ,217.2 
^1,121.3 

4,871.1 
178.3 
^70. 4 
65.0 
' 172.8 
292.0 
. 392.2 
458^.4 
662.8 
948.6 
.1.324.6 
1,887.4 
2,492.6 
3,940.8 
4,853.1 
6,433.9 
8,180.5 
9, 725 .,4 
15,761.8 



1,231.4 1,097.5 
1,115.9 v! 99^.1 



1,072.1 
* 983.5 



4,020.0 
144.7 
^62.2 
. 67.8 
224.0 
415.5 
456.6 
55»r8 
72?. 7 
1,624.3 
1,39M 
1,935.3 
2,639.5 
3,-534.4 
4,759.2 
6,557.3 
8,483.1 
'^9,855.8 
11,405.2 



3,001.1 . 
; 108,8 ^ 
, 55.9 
" 57.4- 
164.5 ^ 
,340^.7 
435.8 
477.1 
630.8 
844.7 ' 
1 ,166.4 
1,690.0 
2,392.8 
3,280.8 
4,036.7 
6,534.9 
8,254.3. 
9,167.4 . 
11,693.^ 




1,045.9 
967.1 



2,780.4 
108.1 
51.6 
53.9 
145.0 
276.6 
382.0 
415.1 
560.8 
793.0 
1,100.8 
1,624.2 
2,3H).8 
3,360.1 
3,795.2 
6.196.1 
876 5*0. 4 
8,986.0 
11,286.1 
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Table 8. Death rates due to all causes, according to race, sex, and age: United States, selected years 1950-77— Continued 

* . (Data are based on the national viTtal registration system) . 



Race,'sex, and age 



1950 



Black male: 

All ages, age adjusted^ - 

All ages, crude — 

Under 1 year -- — \ 

I-'* years - — / 

3-9 years -t™ — — 

lO-l'* years r— 

15-19 years . 

20-2^* years 

25-29 years ' 

30-3^* years — 

35-39 years 

'^0-'*'* years - 

'^5-^9 years — — 

50-5^ years — 

55-59 years — 

60-6^ years 

65-69 years 

70-7^ years 

75-79 years i 

80-8^ years [ 

85 years and over -sst^JS 



Year 



1955 



I960. 1965 



7"- . 



1970^ 1975^ 



1976^ 



Number of deaths per 100,000 resident^pulation 



4977^ 



1,373.1 . 




246.1 


1, 


270.3 


1, 


318.6 


1, 


174.3 


1,151.1 


1,127.6 


1,260.3 . 


1, 


181.7 


1, 


163.0 


1, 


186.6 


1, 


064.0 


1,051.8* 


1,037.0 






306.8 




039.9 




298.9 


3 


253.5 


3,2^2.8 


3,038.7 


1 ,412.6 




208.5 




182.3 


w 


150.5 




114.6 


112.9 


113.6 


95.3 




71.9 




72.0 




65.1 




57.6 


57.0 


53.6 


9«*.8^ 




79.2 




65.8 




63.8 




57.1 


50.7 


55.7 


216.0 




165.5 




U6.6 




230.9 




167.4 


147.3 


143.0 


?66.9 




271.8 




300.0 




448. ,8 




357.3 


316.7 


287*2 


«*33.5 




356.3 




404.4 




505.4 




476.8 


422.3 


412.8 


583.1 




447.4 




489.4 




622.3 




531.4 


486.5 


465.8 


713.0 




627.9 




704.9 




794.9 




671.2 


629.0 


610.0 


1,066.0 




^.3 


1 


007.3 


1 


,117. 3 




924.4 


883.9 


862.9 


1,496.2 


. — 1 


,296.7 


1 


,395.9 


1 


514.9 


1 


270.2 


1,240.1 


1,206.2 


2,393.2 


2 


,016.7 


1 


,986.4 


2 


,075.3 


1 


,822.9 


1,828.0 


1,765.1 


3,325.3 


2 


,664.5 


'2 


,633.8 


2 


,825.8 


2 


,548.0 


2,522.4 


2,472.3 


4,382.7 


4 


,199.6 


4 


,226.9 


3 


,778.7 


► 3 


,466.3 


• 3,569.3 


3,565.0 


,4,668.8 


5 


,226.5 


5 


,039,8 


^ 5 


,051.3 


4 


,201.5 


4,118.2 


3,937.4 


6,436.0 


6 


,664.5 


^6 


,559-0 


6 


,936.6 


7,045.5 


6,932.8 


6,699.0 




7 


,653.7 


8 


,461.4 


8 


,827.8 


9 


,080.2 


9,426.9 


,^1,886.7 


10,101.9 


.— 10 


,757.1 


9 


,919.6 


10 


,629.9 


9,738.7 


9,555.1 


9,853.8 




— 14 


,844.8 


15,9$6.7 


12 


,222.3 


12 


,450.9 


. 12,375.0 


12,030.0 



^ AH other female 

All ages, age adjusted 

All ages, crude — 

Under 1 year -— ) 

1-4 years / 

5-9 years 

. 10-14 years — 

15-19 years --- — - 

20*24 years 

25-29 years — - 

, 30-34 years 

35-i9 years --— — — 

4*Q-^ years — 

,^^5^49 years - 

50r54 years 

55-59 years — 

60-64 years ^ 

65-69 years ^ 

70-74 years 

75-79 years 

80-84 years — ^ 

85 ye^irs and over< 

; See footnotes at end of table. 



^1,095.7 
993:5 



•909.9 
875.9 



893.3 
872.6 



831.4 
822.6 



648.3 
682.5 



635.1 
680.0 



1, 


16310 


4 


,282.1 




067.1 


3 


872.7 


3,16i.4 


2, 


523.0 


2,542.2 




185.7 




174.4 




156.7 


12i.3 




93.0 


86.1 




80.1 




61.1 




61.0 




54.5 






36.8 


35.4 




69.1 




48.6 




44.2 




40.2 


38.6 




31.6 


29.0 




176.6 




91.2 




80.4 




80.2 


84.7 




65.4 


56.9 




253.9 




164.5 




135.8 




121.6 


^ 138.1 




110.7 


107.2 




330:9 




234.0 




210.2 




189.2 


185.2 




141.7 


139.3 




457.2 




322.2 




307.8 




288.0 


250.0 




183.4 


180.7 




613.6 




477.6 


• 


448.1 




435.6 


395.7 




288.9 


261.8 




924.4 




686.4 




660.8 




637.7 


586.3 




43'^7 


426.1 


1 


246.8 


1 


,051.4 




919.4 




870.5 


829.0 




657.8 


625.6 


•1 


940.7 


1 


,567.9 


1 


419.^^ 


1 


246.4 


1,153.0 




914.1 


928.6 


2 


,630.0 


2 


,109.9 


1 


951.8 


1 


677.8 


1,606.4 


1 


367.4 


1,312.6 


3 


,579.3 


2 


,872.4' 


3 


,019.5 


2 


,849.3 


2,218.8 


1 


939.0 


1,917.0 


3 


,346.8 


3 


,348.-5 


3 


,474.4 


3 


,206.2 


3,129.5 


2 


,331.0 


2,229.2 




,153.9 


4 


,472.4 


4 


,742.5 


4 


,257.2 


4,488.4 


4 


,667.0 


4,452.1 


7 


,014.5 


^\ 


,156.8 


5 


,879.2 


'5 


,714.0 


5,782.2 


5 


,832.0 


6.132.6 


7 


,220.0 


,892.2 


8 


,477.5 


7 


,868.8 


7,421.5 
10,28^.9 


6 


,180.9 


6,333.6 


13 


,426.9 


11 


,214.7 


12 


,871.2 


12,998.0 


9 


,177.3 


9,175.2 



621.3 
672.5 

^,304. 5 
• 87.1 
34.3 
. 28.0 
62.8 
• 99.1 
131.7 
165.i6 
256.1 
404.1 
599.7 
914.5 
1,307.5 

i,89r.a 

2,176.1 
4,298.6 
6,450.8 
6,265.0 
8,673.5 



Table 8. Death rates due to all causes, according to race, sex, and agerAJnited States,^^elected years 1950-77— Continued ^ 

(Data are based, on the national vital registration sysjtem) 



Race, seX) and age 



1950 



1955 



19^0 



1965 



1970l I975I ' 1976^ ' I977I 



Black female: 

*• 

All ages, age adjusted^ 
•AH ages, crude 



Number of deaths per 100,000 resident population 



Under 1 year 

1-4 years 

5-9 years — 
10- 1'^ years - 
15-19 years 
,^0-2^^ years - 
. 25-29 years - 
. 30-34 years - 
35-39 years - 
40-44 years - 
45-49 years - 
50-54 years - 
55-59 years - 
60-64- years - 
65-69 years - 
70-74 years - 
75-79 years - 
80-84 years 



85 years and over 



1,106.7 
1,002.0 

.1,139.3 

78.2 
66 .,6 
172.7 
251.3 
330.5 
463.^ 
• 615.7 
930.1 
1,262.7 
1,969.8 
2,674.4 
3,633.3 
3,363.2 
5,201.2 

8,347.0 



916.9 
905.0 

4,162.2 
173.3 
61.8 
44.1 
81.3 
138.1 
220.6 
^323.5 
467.3 
682.5 
943.4 
1,460. 
2,051. 
3,113, 
1^551. 
4,832, 
5,931.2 
8,437.3 
13,052.6 



85^.9 
860.6 

4,001.1 



159. 
56. 
40. 
^ 81. 
125. 
195.9 
304.6 
457.9 
668.3 
908.4 
1,288.6 
1,739.7 
2,992.2 
' 3; 324. 4 
^;351.9 
5,869.3 
7,926.0 
13,143.5 



814.4 
829.2^ 

3,368.8 
12^.4 
47.6. 
40.1 
> < 86.2 
144.1 
198.3 
267.8 
428:4 
637.6 
887.0 
1,222.0. 
1,688.5 
2,335.8 
3,285.3 
4,728.5 
6,059.7 
7,761.0 
10,706.6 



688.4 

735/5 

2,740.3 
96.9 
37.7 
31.7 
65.8 
115.1 
150.8 
196.8 
308.7 
473.4 
715.5 
990.8 
1,454.8 
2,019.6 
?,387.6 
5,025.3 
J5, 390-4 
6,472.9 
9., 558. 6 



676, 
735, 



2,738.1 
92.1 
• 3>.d 
29.0 
57.3 
110.7 
150.5 
196.3 
27§.0 
456.9 
687.6 
1,00^.0 
1,^96. 0« 
2,005.7 
2,281.3 
4,S03.8 
6,800.6 
6,698.4 
9,554.1 



1 



ExQludes deaths of nonresidents of the United States. 



664.4 
73.0'.6 

2,509.6 
91.0 
35.6 
28v3 
62.0, 
102.7 * 
J43.8 
178^2 
275;*.. 
440.6 
658.4 
998.5* 
1,397.3 
1,987.4 
2,234.5 
4,606.8 
7,271.0^ 
6,618.5 
9,035.3 



^Includes all races and both sexes. 
3 Age adjusted by the direct method to the total population of the United States as Enumerated in 1940, using 1 1 age grotij^s. . 

- . I ^ 

SOURCES: National Center for Health Statisti<;s: Vital Statistics of the United States , yol. II, fpr data years 195a- 1970 and 1975, 
Washington. U.S. Government Printing Office; for data years 1976-1977, Public Health Service, DHEW, Hyattsville, Md. To^be 
piiblished; Data computed by the Division of Analysis from data compiled by the Division of Vital Statistics; U.S. Bureau of the Census: 
Population estimates and projections. Current Population Reports . ScMes P-2>, Nos. 310, 519, 643, and 721. Washington;^ U.S. 
Government Printing Office, 3un^ 19(65, Apr. 1974, 3an. 1977, and Apr.\l978; 4950 Nonwhite Population by Race , Special repdrt P-E 
No. 3B; Qeneral ^jopulation characteristics. United States summary, 1960* and 1970, U.S. Census of Population . Final reports PC(1)- IB 
and PC(1)-B1; Washington. U.S. Government Printing Off ice, 1951, 1961, and 1972. ■ \ j, . . . 



Table 9/,lW expectancy at bfrth and at;65 yeArs of age, accirdiri^ to color and sex: Unlleit Slates, selected years 1900-1977 ^ 



. (Data are based on t];>e national vital registration system) 



Specified age 
and year •• 



At j>irth 



190Cfl— 

ij;o— - 

I960 — 
1970 2-- 
197^2^ 

1976 2- 

1977 2- 



At 65 years 

1900-1902^ — 

1950 '■ 

I960 

19702 

19752 

1976 2 

19772 



Total 



White , 



All other 



bOtn 

sexes ' 


Male 

* 

•> 


Female 


. .■- . Both 
sexes 


» Ma^le 


Female 


Both 

sexes 


Male 
* 


Female 










■ ^ — 
















Remaining life expectancy in years . 














f7.6 


46.6 


48.7 




* 


33 5 


^ 0 ^ 
60.2 


6^.6 ^ 


/ 1 J 1 ' 


69.1 


66.5 


72.2 


AH 51 
Xyj . 0 


59 1 


* 62 9 


6^.7 


66 .0 


/ J . 1 


70.6. 


67.4 


74.1 


0 J . 0 


Al 1 


AA 3 


70. 7 


CI 1 
67 . 1 


7/1 Q 


' 71.7 


68.0 . 


75.6 


69. J 


Al 3 


Ox • f 


72.5 


60 .7 


7H S 


>3.2 


69. f 


77.2 


A"^ 9 


Al A 


72 3 


79 ft 






73.5 


69.7 


77.3 




64. 1 


72.6 


73.2 V 


69.3 


■ ,77.1 '. 


73..8 


70.0 


77 .7 


68.8 


64.6 


73.1 












% 








11.9 


11.5 


12.2 




11.5 


12.2 




10.4 


fl.4 


13.9 


12.8 


15.0 




12.8 


15.1 




12.5 


14.5 


If. 3 


12.81 


15.8 


ikA - 


12.9 


15.9 


13.9 


12.7 


15.^ 


15.2 


13.1 


17.0 


15.2 


13.1 


17.1 


l<f.* 


13.3 


, 16.4 


16.0 


13.7 . 


18.0 


16.0- 


13.7 


18.1 


15.7 


13.7 


17.5 


1I6.O 


' 13.7 


18.0 


16.1 


13.7 


18.1 


15.8 


13.8 


.17.6 


16.3 


13.9 


18.3 


16.3 


13.9 


18.4 


i6:o 


14.0 


17.8 : 



^Death registration area only. The death registration area increased from 10 States and the Di^ict of Columbia in 1900 to the 
coterminous United States in 1933. ^ • 

. ^Excludes'deaths of nonresidents of the United States. 

SOURCES: ' National Center .for Health Statistics: Vital Statistics Rates in the United States 19»0-1960 , by R.D. Grove 
and A.M. Hetzel. DHEW Pub. No. (PHS) 1677. Public Health Service. Washington. U.S. Government Printing Office, 1968; 
Vital Statbtics of the United States, 1970 > Vol. II, Part A. DHEW Pub. No. (HRA) 75-1101. Health Resources 
Administration. Washington. U.S. Government ISOming Office, 197*^; Final mortality statistics, 1975-1977. Monthly 
Vital Statistics Report . Vols. 25. 26, and 28, Nos. 11, 12, and 1. DHEW Pub. Nos. (HRA) 77-1120, (PHS) 78-1120, (PHS) 
79-1120. Health Resources Administration and Public Health Service* Washington. U.S. Government Printing Office, Feb. 
11, 1977, March 30, l?78,'*and May 11, 1979; Unpublished data from the Division of Vital Statistics. 
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Table 10, Infant, late fetal, and perinatal mortality rates, according to race: United Stites, selected years 1950-77 

• ' (Data are based on the national vital registration system) \ 



Race and year 



Total 



Infant mortality. rate 



Neonatal 



JJnder 
28 days 



Under 
7 days 



Post- • 
neonatal 



Late fetal 
mortality 
rate* 



Perinatal 
mortcdity 
rate^ 



Total 



Number of deaths per 1,000 live births 



1950 

1955 

1960 — - 
1965 

19704 

19754... 

19764 

19774 

White 



All other 



1950 — 
1955 — 
1960 — 
1%5 — 

19704^- 
19754— 
19764— 
1977^— 

Black: 



-:y 



1950 

1933 

I960 

1965 

19704 

19754 . 

19764 

19774 



29.2 
26. <f 
26.0 

Ik J 

20.0 
16.1 
15.2 
U.l 



1930 


26.8 


1933 


23.6 


I960 


22.9 


1963 . 


21.5 


19704 


17.8 


19734 --^-1 




19764 


13.3 


1977^^ 


12.3 



<^2.8 
«^3.2 
^^0.3 

30.9 

23.5 
21.7 



^^3.9 
^^3.1 

k\J 

32. e 

26.2 
25.5 
23.6 



20.5 



17.8 



19.1 


17.0 


18.7 


16.7 


17.7 


15.9 


15 1 


13.6 


11.6 


10.0 


10.9^ . 


9.3 


9.9^ 




19 U 




\7.7 


15.9 


17.2 


15.6 


16.1 


U.6 


1 1 R 
I J » 0 


12.5 




9.0 


9.7 


8.2 


8.7 


' 7A 


27.5 


22.8 


27.2 


22.9 


2^.9 


22.9 


25A 


22.1 




19.1 


16.8 




16.3 


13.9 


U.7 


. * 12.3 


27.8 


23.0 


#.8 * 


23.5 


27.8 


23.7 


26.5 


23.1 


22.8 


20.3 


18.3 


15.7 


17.9 


15.3 



16.1 



13.5 



8*. 7 
7.3 
7.3 
7.0 

f.3* 

it.2 



7A 
5.9 
5.7 
5.1* 

tt.O 
3.8 
3.6 
3.6 



16.9 
15.6 
16. <» 
[it.9 

9.5 
7.5 
7.2 
7.0 



16.1 
15.3 
16.5 
15. 2„ 

9.9 
7.9 
7.6 
7.6 



1<».9 
12.9 
12.1 
11.9 

9.5 
7.8 
7.5 
7.1 



13.3 
11.6 
10.8 
10.5 

8.6 
7.1 
6.9 
6.5 



2<».«^ 
20.5 
19.2 
18.8 

13.9 
10.8 
10.1 
9.5 



32.^ 
29.x 
28.4 
27.6' 

23.0 
17.7 
16.7 
15. 



30.1 
27.3 
26.2 
25.0 

21.1 
16.0" 
15.1 
13.9 



<»7.0 
<»3.0 
<>1.6 
<»0.5 

32.7 
25.0 
23.8 
21.7 



^Infant mortality rate is the number of deaths to infants under 1 year of age per. 1,000 live births. Neonatal^ deaths are deaths within 
28 days of birth, and postneonat.al deaths are from 2? days to 365 days. Deathi-Within 7 days are considered early neonatal deaths. 
^Late fetal deaths are fetal deaths of 28 weeks or more gestation. The rate is the number of late fetah deaths per 1,000. live births 
and late fetal deaths. . ' 

^Perinatal oeatOs are late fetal deaths plus infant deaths within 7 days of birth. The rate is the number of perinatal deaths per 1,000 
live births and 'late fetal deaths. 

^Excludes births and Infant and late fetal deaths occurring to nonresident? of the United States. 

SOURCES: National Center for Kealth Statistics: Vital Statistics -olJhe United States , Vol.11, for data years 1950- 
1970 and 1975. WasWngton, U.S. Government Printing Office; for 1976-1977, Public Health Service, DHEW, Hyattsville, Md. 
To be published; Da\a computed by the Division of Analysis from data compiled by the Division of Vital Statistics. 



Table IL Infant mortalily rales, according to race, geographic division, and State'MUnited States, average annual 1965-67, 

1970-72, and 1975-77 

(Data are based on the national vital registration system) ^ 



Geographic 
division and 
State 



Total 



1 



1965-67 



White 



Black 



1970-722 



Total 



White 



Black 



Total' 



White Black 



United States 

New England 

Maine 

New Hampshire 

Vermont — ^ 

Massachusetts 

Rhode Island 

Connecticut 

Middle Atlantic ' 

New York 

New Jersey — 

Pennsylvania — 

East North Central 



23.6 



20.6 



Infant deaths per 1,000 live births 
39.8 19.2 17.1 30.9 



15.1 



13.3 



25.1 



Ohio 

Indiana^ 

Illinois 

Michigan — ^- 
Wisconsin — 



West Nortji Central 



Minnesota 

Iowa 

Missouri 

North Dakota ~ 
. South Dakot^ — 

Nebraska 

Kansas 



South Atlantic 



Delaware -. 

Maryland ^ 

District of Columbia 

Virginia — 

West Virginia 

r{orth Carolina — 

South Carolina 

Georgia — 

Florida 



EaM South Central 



Kentucky — 

Tennessee — j^— 

Alabama 

M iss issippii^ — — ~ 

See footnotes at end of table. 



21.2 

22.6 
. 21.1 
21.9 
21.1 
21.3 
20.8 

22.6 

22.7 
22.5, 
22.6 

22,7 

2\A 
22.9 
24.8 
22.7 
20.6^ 

2U3 

19.9 
19.7 
23.9 
21.0 
23.3 
20.3 
20. 

^ 26.9 

22.5 
llA 
31.3 
25. 
26.1 
28.8 
29.7 
27.8 
.26.? 

2^.1 

2'*.8 
26.2 
29.0 
38. 



20A 

22.6 
21.0 
21.9 
20A 
20.3 
19.3 

19.7 ' 

19.6 
18.7 

20.5 

19.8 
21.5 
21.0 
20.5 
20.1 

19.9 

19.6 

19.5 

20.5 
'20.3 

20.9 

19.6 
'19.'* 

21.2 

17.9 
20.0 
22.8 

214^ 

25 A 

2\A 

21.6 

.20.6 

20.8 

22.8 

23.2 
22.(» 

22;3 

23.5 



36.7 

*27.3 
♦«*6.5' 
*20.'* 
36.9 
46.8 
35.3" 

39.5 

^39.0 
40.8 
39.4 

38.7 

35.5 
37.2 
41.9 
37.7 
32.5 

40.1 

38.4 
29.3 
42.8 
*27.''6 
*26.7 
32.0 
35.2 

40.6 

41.4 
35.9 
33.7 
38.7 
40.2 
45.4 
41.6 
41.2 
41.5 

44.7 

41.5 
39.6 
41.2 
51.7 



16.8 

19.2 
17.4 
15^.4 
16.2 
19.5 
16.5 

18.6 

18.5 
18.7 
18.8 

19.2 

18.4 
"19.0 
2i*0 
19.5 
15.7 

18.1 

17.4 
17.9 
19.2 
14.8 
' 19.0 
18.0 
18.1 

21.0 

18.1 
17.9 
28.3 
20.6 
21.1 
23.1 
22.4 
20.9 
20.3 

22.3 

18.8 
20.9 
23.4 
27.2 



16.2 

19.2 
17.4 
15.5 

18.8 
15.0 

16.3 



16.2 
15.7 
16.9 

17.1 

16.8 
17. 9 
17.7 
17.2 
15.1 

17.2 

'17.2 
17.7 
17.1 
14.5 
16.9 
17.2 
17.4 

17.3 

14.2 
15.0 
21.4 
17.5 
20.7 
18.8 
17.2 
16.8 
16.9 

,1^.3 

18.0 
18.3 
18.0 
19.1 



/ 



30.0 

*25.0 
* 

• 29.7 
3<».6 
29.9 

30.8 

29.9 
31.9 
32.1 

31.7 

30.5 
29.5 
33.7 
31.2 
27.2 

30.7 

, 25.'* 
30.9 
31.0 
•29.9 
*<»6.9 
.36.8 
28.6 

31.0 

32.8 
27.9 
29.5 
32.1 
32.0 
3<».l 
31.'* 
i 29.8 
30.6 

33.5 

26.7 
. 30.7 

\■■^'*.'* 

j -36.2 



12.8 

11.2 
11.6 
11.9 
12.5 
13.7 
.ItA 

15.3 

15.5 
I ft. 7 
15.3 

15.2 

■ 1<».9 
1<^.5 
17.0 
15.2 
12.5 

14.0 

12.8 
13i<» 
.15,. 3 

•U.l 

16.5 
13.6 
13.8 

16.9 

13.-6 
16.2 
27.2 
16.5 
16.6 
17.3 
18.ii 
16.5 
' 16.1 

17.3 

1'».9 
15.9 
18.7 
20.6 



12.2 

11.3- 

11.7 

12.0 

12.1 

13.0 

12.7 

13.2 

13.2 
12.4 
13.7 

13.3 

13.6 
13.5 
13.7 
13.2 
12»0^ 

13.1 

12.5 
13.1 ' 
13.4 
^13,4 
14.5 
13.2 
13.1 

13.6 

11.7 

13.5 

15.4. 

13.8 

16.2 

13.9 

14.2 

13.1 

12.8 

14. 1 

14.3 
13.7 
14.3 
14. 1 



23.6 

* 5.2 

* 9.1 
* 

19.9 
27.0 
27. H 

25.1 

24.8 
24.9 
26.1 

26.5 

24.0 
23.7 
29:8 
25.3 
2i.l 

25.5 

23.9 
28.4 
25.9 
*19.7 
*28.9 
25.2 
24.1 

25.2 

"20.7 
23.7 

^29. 6 
23.9 
25.9 
25.4 
26.2 
23.0 
25.7 

26.1 

21x4 
24.1 
26.9 
27.9 



92 _ 
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Table 11» Infant mortality rafes, according to race, geogtaphlc division, and State: linked Sttites! averag^nnual 1965-6i7, 

' / ' 1970-72, and 1975-77-*-Contlnue(| \^ j 

■ ■ ■ •. • * , , " ■ * • * " \ 

(Data ar* based on the natior>al vital registration system) 

. • . - ■ > ^ ' - ■ ... 

^ ^ , . Geographic . ^ 96 3-67 , 1970-72^ ' 1973-77^. 

division and . . ~ ' ^ \_ i « 

State ^ Total^ White Black » TotalV White Black .. Total ^ White Black 

• • • r ■ j: ' . ' v.. — ^ ^ ^ — U 

• ^ . ' * Infant deaths per 1,000 live birthi^ . 

. We;st South Central 21.6 .39l.'» 20.9 , 18.8' . 29.9 •f6.2 IHA 25-.1. 

Arkansas-.- ^ * 25.2 . , 20.6 -^a" ."19.9 .17.8 26. <» - 16.3 13:8 2'»;I' 

Louisiana-'—— 28.^ - j^itKT^ , ■<»1.2 ■ 22.9 . 18.8 v 29.7 -18.0. 13.2'- *25.6 

Oklahoma -» — -V 22A Cr20.7 37.5 ' 19.6 » 18.8 32.3 15.5 1'».7 •2'».7 

Texas — ' 2.'».9 11.3 3S.8 ^20.7 18.9 jo.7 15.7 1'».2 ^5.1 

Mountain—*-: 23.3, ' 2.1.9- 34.2 18.2 . 17.5 .26.3 13.7 13.2 r21.1 

Montana . 23.8'\ 22.6^ nS.Z ' 2[.y 21.3 ^ *23.0' 13.2 15^2 *16.7 

Idaho **21.6 21.3 • * 6.7 '17.0 16.7 * - 12.3 12.3 * 3.8 

Wyoming — ' * -\ 23.1 22.8 *23.'f 23.2 22.8 *59.3 13.? ' 13.8 *20.2 

Colorado -^——U--. 23.6 * 23.1 33v6 . 18. '18. 21.0 13.1 12.8 20,6 

New Mexico ^— 26,2 .2(f.l 31.3 20,0 ' 18.7 28. «f 13. I'*. 7 ^3lf.9 

Arizorta J-^.:.^' 1^23.3 *»21.9 *»^36,8 ^ F7.7 i6.2 " - 26.3 K.3 i3A 19,7 

Utah ...jtL. M7J 17. *28.6 U.2 l«f.2" *13.7 h.6 ^ lk> *22.3 

Nevada r 23.0 ^^22.1 3f.3 *^ 21.1 . 19.% 3'*,6 , 1>.-1 l'*,6 Jki.3. 

.Pacific. '^0,9 20.0 32. > - 16, « ; 16.2 . ,26.^ 12.8 - 12. 20.6 

■ t ' ■ • ^ ■ ■ J ■ 

Washington 20:6- 19.6- 3$.0 r ^^^.6 3U0 I'^.i;, 13.9- ... 19,2 

Oregon 20.6 • 20,3 * 3'f.5 • 17.0 . "16.9 23.8 13.2 . 13.1 21.0. 

California 20.8 20.0 32.2 16*3 13.7. 26.2* 12.6 • 12.0 20,7 

Alaika — 33.0 21.8 ' 33.1 19.7 18.8 33.6 13.3 13.1 23.9 

HaWlu 19.0 17,3 33,6 17.1 17.3 *13.6 11.7 - 11.9 ♦l5»7 

• " _c , . tt_ ^-^1 y . . :— £ . : . — 

^Inclddes all other races not shown separately. ' ^ ' ^ 

^^Exclydes birth^ and infant deaths occurring to nonresidents of the United States. ' ^ 

SOURCE: J^ational Center lor .Health Statistics: Data- computed by the Division of Analysis .from data -compiled by the 

Pivision'T>f "Vital Statistics. • ' * ^ 

i ... 

'. ■ ; ^ : ' . 
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• > ^ Tabli^ 12* Infant mort^lit)& fatfes and perinatal mortality ratios: Selected countries;' selected years 1972-77 

\ -V • * " ' ^ ' ' . ' 

^ V. , . (Data are. based on. national^ ykal registration systems)' 

• " . . ' ^ ^* V • , ^ Perinatal 

. . Infant n^ortality r ^ Average * . u , mortality ♦ ♦ . Average 

' , \ • . . rate- annual • ratio^ • arTnual 

.* * Country < ' percent ^ • percent 

^ - " V ' ' » ; , /'7:^^nge; -change 

\ 1972 , 197/1 . 1972 1976^ 

^ ^ ; -> , . . I ^ . - > ^ ^ 

Infant deaths |)er * , Perinatal deaths 

V * 1,000 live births ' , ^ per 1,000 ^live birth^ • 

Canada ;Tr7::T^~ " IT.l^^^^' -5 . 8 " ' * f 9 . 2 B . 9 ^ -8V 1 ^ 

United^tates — 18.5 • ' , I'f.l -5.3 ■?1.9^ - 17.3 -5^' 

/ ' ■ . ♦ ^ . (k ^ " ^ . » ■ ^ 

Sweden— <v^l0.8 ^ 8.0 ' - . -5.8 - ^ * — 

EnglafW and Walejs — / 17.2- . 13.> -'f.'f 4 22.0 17,9 ^ -5.0'. 

Netherlands 1^ ,1 ^ 11. 7 ^/ 9.5' . " -'f.l , 16.7 U.5 -3.5 

German Demo^:ratic Republic 1 17.6 " 13.1. --5.7^ . 19. «f 17.^ -3.2 

German Fedenal Republic ' 22.7' 17. -6.«f , 24.1 '^ ^^19.4" -7.0 

France— 16.0 ^Llj'f -6.6 '^18.8 ^ , ^»^17.0 -^^.9 

Switzerland: ^— ^ 13.3 • 10.7 ^ -5*.3 16.3 13.2 . , -5.1 

Italy-:: 27. () ^ 17.< ' -8.2 29.6 . 526.5 .. -^A 

Israel—-'^ I— ' 21.3 22.9^ ' - ' 2.^^ 20.7 " . y 20.9 ^ 0.'2 

Japan— 11.7 . ^9;3 .-5.6 19.0 l'f.8 -6.1 

Australia—- r— '16.7 l'f.3 ' -5.0 ^ — • — 

• ^ — ^ . . . — ^ — ' ' \ ' — — 

^ Data for Canada, Israel, and Australia refer tp 1975;^xjata for German Federal Republic, Switzerland, ^and Japan refer' to 
1976; ail 1977 ^taVe provisional, except for the United States. . ^ /* < - 

2 Fetal deaths of 2& weeks or more gestation plus infant deaths ."within 7 days per 1,000 liv^ births. Foj^ "^ail countries, 
fetal deaths of unknown gestation period are included in the ' ?8 weeks or more gestation* This is not this usual way of 
calculating(the perinatal ratio for the United States, J)Ut it was^dohe for^he purpose of comparison. ^ , N 
^Data JorFrance and Italy refer to 197^; data for Canada, German D^ocrattc and Feder^ Republicsfi* alfid' Israel refer* to 
1975. - ^ • ^ . • 

^Exclude^^inf ants who have died before registration of birth. ; 

^Fetal deaths are. of 26 weeks or more gestation. ' . 

• . . ■ , ■ ,^ 

SOURCE:* United Nations DemoRraphiG Yearbook 1973-197», 1976 , and 1977. Pub. Nos. ST/STAT/SER.R/2^ ST/ESA/STAT/R.3, 
ST/ESA/STAT/SER.R/'f, and ST/ESA/STAT/SER.R/6. New York. United, Nations, 197^^, 1975, 1977, 1978. . 



Table 13. Life expectancy at birth, according to sex: Selected cou;itries, 1970 and 1976 

* ■ ■ • ' . 

« \ (Data ate based on reporting by countries) 

Country ^ ^ _ change in • « change in 

19701 ' 1976^ . 19701 19762 ' 

^ Remaining life Remaining life 

^ ^ ^ e)y)ectancy in years expectancy in years 

• ■ 

Canada-- ^ 69.3 ' 69.6 .0.1 „ 76.2 -77.1 0.2 

UnitedStates ' 67.0 N 69.0 0.3 7lt.e . 7.6.7 O.t ■ 

Sweden •' 72.3 ^ 72.2 0.0 77.0 ^ .78.1^ " 0.1 

. fengiand and Wales — 68.8 " 69.7 0.2 75.2 » 75.8 • 0.,1 

Netherlands-- — — / 70.'^ ; 71.6, 0.1 76.6 78.1 0.3 

German Democratic Republic , 68.9 68.9' - 7<».2 7'*.. 5 0.1 

German Federal Republic 67.3 68.1 ' .'0.2 73.6 7it^7 • 0.2 ' 

1 France •- 69.1 69.5 0.1 76.7 ^ ^ 77.6. ' 0.2 

Switzerland 70.3 71 .7 ' 0.2 76.2 7*. 3 • O,.** 

Italy — — 68.5 69.9 * O.** ' 7'*. 6 76. 1 0.* 

Israel^ -'- • 69.9 71.0 0.2' ' 73.0 70.7 0.3 . 

Japan 69.5 72.3 ^0.5 ' 70.9 77.6 Q.5 

Australia-- - 67 A 69.3 0.<^. 7^.2 ^ 76A OA 

— ' ~ — ' % — ~' — ' — ~ — ' — 

^Data for the United States refer to the average for the period 1969-71; data for Switzerland refer the average for the period , 

^Data for. Canada, France, and Italy refer to 197<*; data for the German Federal Republic, Israe],^and Australia refer to 1975. 
• "^Jewish population only. \ ^ 

* - . ■ * ^ . 

SOURCES: World Health Organization: World Health Statistics, 1970 and 1978. Vol. 1. Geneva. World Health Organization, 1973 and 
1978; United Nations: DemoRraphjc Yearbook 1976. Pub. No. ST/ESA/STAT/SER.R/.»* New York. United Nations, 1977; National 
Center for Health Statistics: U.S. Decennial tife~Tables for 1969-1971 , Vol. 1, Nd. 1. DHEW Pub. No. (HRA) 75-1150. Health 
Resources Administration. Washington-. U»S» Government ^Printing Office, May 1975; Final mortality statistics, 1976. Monthly Vital 
Statistic^ Report , Vol. 26, No. 12^ supplemfat 2. DHEW Pub. No. (PHS) 78-1120. Public Health Service. Washington. U.S. Government 
. Printing Office, Mar. 30, «t978. . - ^ ^ 
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table 14. Death rates due to diseases of the heart, according to race, °sex, and age: United States, selected years 

' " 1950-77 



(Data are based on the national vital registration system) 



Race, sex, and age 



Tota|2 ' y. 

All ages, ag^ adjusted ^ — 
AH. ages, crude 

• ' ' ^ 

Under 23. years ^ ^ 

Under 1 year 

1-2^* years — 

23-29 years 

BO-a'* years ^— ..i 

33-39 years — 

W'k^ years * .- — 

<*3-'*9 years 

30-3<* years 

33-39 years — V- — 

60-6<* years — ^ 

63 years and over 

^63^69 years 

7Q'7k years r 

\ 73-79 years ^ 

80-8<* years — 

83 years and over — — 

White male 

All ages^age adjusted^— ^ — 
^ All ages, crude * 

Under 23 years ~. — , ' 

Under 1 year ^ 

U2<* year^ — ' 

23-29 years — 

30- 3<* years ^ 

\33-39 years ^ 

years 7- 

(*3-<*9 years * — ^ — — 

30-3<* years — * — 

33-39 years > ^ 

60-6<* years 

65 yWrs and over — 

63-69 years -— 

70-7<* years — — 

73-79 years 

80-8<* years r 

83 yiears and over — ? 

See footnotes at end of table. 



Year 



1930 1933 



196& 1963 



1970^ 



I973J 



197)6 



307.6 
336.8 




i 197^^ 



Number of deaths per 100^000 resident population ^ 



286.2 
369,0 



273.9 
368.0 



233.6 
362.0 



220.3 
336.2 



216.7 
337.2 



210. 
332.3 



5.0 


3.2 


2.4 




2.1 




2.2 


2.4 • 




2.5 


2.5 


HA 


7.4 


6.6 




9.8 




13.1 


20.3 . 




23.1 


23.1 


5.0 


3.0 


2.1 




1.7 




1.8 


1.8 




1.8 


1.8 


14.8 


11.7 


9.9 




JS.6 




7.0 


5.6 




5.6 


5.7 


'21.5 


22.4^ 
49.1-' 


' 20.9 




19.5 




16.6 


12.4 




12.1 


11.8 


57.3 


47.7 




46.0 




40.8 


32.6 




30.1 


• 30.0 


122.5" 


: 107.7 


103.5 




98.8 




90.7 


76.0 


1 


72.8 


70.5 


228.7 


200,8 


197.6 




188.4 




174.4 


147.3 


14"$. 7 


137. .8 


397.5 


362.0 


355.8 




340.4 




308.3 


261.9 




252.5 


^48.6 


642.2 


584.1 


571.6 




535.7 




514; 3 


437.0 




423. 2> 


405 1 3 


l,a97.9 


915.2 


934.2 




905.6 




811.9 


710.3V 




701.7 


678^7 


2,844.5 


,2,772.7 


2,823.0 


2 


,778.7 


2 


,683.3 


?,403.9 


^'2,393.5 


2,334.0 


1,494.6 


1,%27.9 


^1,412,6 


1 


,348.1 


1 


263.8 


1,049.5 


1 


021.6 


992.3 


2,348.1 


2,168.5 


2,173.5 


1 


,999.9 


1 


936.4 


1,708.2- 


1 


658.6 


1,605.8 


3,683.4 


3,462.1 


3.,358.8 


3 


,242.5 


3 


,052.2 


2,716.1 


2 


,707.6 


2,654.7 


5,476.1 , 


5,421.5 


5,501.5 


5 


,103.6 


4 


,7'rt.l 


4,433.8 


. 4 


,090.6 


3,998.6 


9,151.0 


\fe,917.2 


9,317.8 


9 


,538.4 


7 


,891.3 


7,282.0 


7 


,384,3 


7,095.8 



381.1 






37 5. H 




369.2 




3^*7.0 




308.0 


434.2 




«*38.3 


454.6 


.J 


^^30. 8 * 




^^38. 3 




^01.1 


.4.2. 




2.8 


2.1 


1.8 




2.2 




' 2.3 


4.6 




6.7. 


6.9 




8.9 




12.0 




19.3 


4.2 




2.6 


1.9 




1.3 




1.8 




1.8 


14.4 




12.3 


9.5 




8.2 




18^ 




6.1 


. 29;o 




26.6 


24.9 




22.6 










68.4 




66.7 


66.0 




62.2 




3'*.8 






160.4 




i52A 


151.7 








131.3 




111.6 


313.3 




291.6 


300, 4«' 




287.1 




266.0 




228.3 


544.6 




323.9 


540.4 




320.3 




^7^.2. 




^03.9 


878.6 




836.8 


842. q 




812.8 • 




78**. 3 




668.9 


1,324.3 


1 


262.6 


1,311.6 


1 


3l|.8 


1 


209.9 


1 


,067.^ 


3,302,2 


3 


,231.2 


3,363.2 


3 


,W1.3 


3 


,316.2 


2 


,986.0 


1,939.7 


.1 


,889.6 


^,928,7 


* 1 


,903.1 


1 


,828.8 


1 


,367.9 


2,852.9 


2 




2,788.8 


2 


,679.3 


2 


,6^1.^ 


2 


,367.3 


4,248.7 




,090.3 


4,099.6 




,082.8 


3 


,939.0 


3 


,600.1 


6,186.« 


6 


,238.3 


6,340.5 


6 


,137 A 


3 


,828.7 


3 


,283.2 


9,959.6 


9 


,316;0 


10,135.8 

f 


10 


,637.3 


8 


,818.0 


8 


,330.3 






* 

















303.0 
399.^ 



. 2. 
' 22. 
1. 
6. 
H. 
^1. 
109. 
223. 
390. 
642. 
1,049, 
2,963. 
1,337. 
2,317. 
3,^03 
3,219. 
8,692 



294.0 
' 392.4- 

i 

2.3 
^ 24.0 
1.7 
6.^ 
14.7 
41.1 
^ 102.6 
210.3 
382.2 
'614:1 
1, 00^^.0 
2,894.8 
lj487.0 
2,260.3 
3,342.3 
3,142.3 
8,472.2 
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table 14. Death rotes due to diseases, of (he heart, according to race, sex, and age: United States, selected years 

, 1950-77— Continued • 

(Data are based on the natifinal vital registration system) , 



Race, sex> and age 



White felmale 

All ages, age adjusted 3- 
<^ All ages, crude — - — 

vm^ri^ y^^n 

Under 1 year 

1-2^^ years — — 

25-29 years 

30-3^ years 

3t5-39 years — ^ 

^0-^^ years 

i>3-^9 years — 4 

30-5^ years 

33-39 years — ■ — 

60-6^ years 

63 years and over 

63-69 years ' 

70-7^ yearns — ^ 

73-79 years — ^— 

80-8^^ years 

, 85 years and oyer 



Year 



1930 



' 1933 



1960 



1963 



1970^ 



1973 J 



1976^ 



1977^ 



• 




Number of deaths per 100,000 resident population 






» 


223.6 


20<».0 




197.1 


183.9 




167.8 


1«*«*^4 . 




1<H.7 


137.2 


290.5 


293.0 




306.5 








301 3 




305.5. 


■ 901.8 


4.-2 — 






1.7 


1.5 




l.f 


1.7 • 




1.6 


1.7 


2.9 


5.6 




H.^ 


. 7.4 




7.0 


16.0 




15.5 


16.2 


<».3 


2.3 




1.5 


1.3 




1.2 


1.2 




1.2 


1.2 


lOA 


7.3 




6.2 


5.0 




3.6 


2.9 




• 2.8 


2.8 


17. p 


11.6 




10.0 


9.2 




7.7 


5.7 




5.1 


5.4 


29. 8x 


20.8 




18.5 


17.9 




15.3 


12.1 




11.4 


10.6 


56.3 


<»2.3 




39.<» 


3<».5 




31.7 ♦ 


27.8 




25.3 


25.4 


103.8 


.71.7 




72.7 


70.9 , 




63.3 


51.8 




53.1 


49.3 


18'».2 


1<»9.8 


s 


137.9 


13'».0 " 




121.7 


.103.'* 




•97.1 


96.8 


m.n 


282.1 




263.'* 


/ 239.1 




227.7 


• 19<».0 




189.9 


179.8 


. 613.9 


522.9 




518.9 


468.1 






360.0 




357.6 


3<»9.0 


2,503.1 


2,<»30.0 


2 


,<»32.8 


2,367.9 


•2 


,283.9 


2,053.1 


2,056a 


1,999.9 


1,055.9 


975.3 




91<».7 


852.3 




763.5 


619.3 




597,. 7 . 


587.5 


1,891.2 


1,682.6 


1,^35.6 


1,453.1 


1 


,38<».7 


1,165.<» , 


1 


,121*. 1 


1,073.7 


3,2?7.2 


3,015.1 


2 


,8t>8.9 


2,672.8 


• 2 


,<»73.6 


2,152.0 


2 


,120.3 


2,053.7 


5,166.9 


5,0<»1.9 


5 


,062.0 


•<»,591.<» 


H 


,221.5 


3,m.7 


3 


,6l'6.3 


3,511.9 


9,085.7 


9,155.9 


9 


,280.8 


9,333:2 


7 


,&39.9 


7,105.3 


7 


,2<»<».5 


6,921.5 



All othfer male 

AH ages, age adjusted^ 

AH ages, crude ^— — - 

Under 23 years - 

Under 1 year 

1-2^ years 

23-29 years 

30-3^ years • — 

3^-39 years 

^^O-^^^ears 

'>3-'^9 years 

30-3^ years — 

33-59 years ^ 

60-6^ years 

63 years and over ~r 

63-69 years — 

70-7^ years -i'^- * 

73-79 years 

80-8^ years — 

^83 years and over* 

See footnotes at end of table. 



<»07.5 


369.2 




368.3 




366.2 




350.8 




307.0 


302.8 


297.8 


3<»2.0 

* * 


319. <» 




320.5 . 




318. f ' 




310.2 




27^1 : 


276.5 


273.3 


' -9 .-7 


6.8 




5.3 




f.9 




5.2 




it.9 


5.5 


5.1 


« 5.9 


12.6 




13.1 




20. <» 




32.2 






itit.e 


39.3 


9.9 


^ 6.5 




it.9 




"¥.1 




f.l 




.3.8 


4.0 


•3.7 


U.2 


^ 28.8 




26.2 > 




27. H 




26.5 




19.1 


"18.0 


18.9 


71.9 


51.1 




53:7 




55.1 




49.9 




itl.7 


37.6 


35.2 


129.0 


106.7 




112.5 




118.7 




112.3 T 




96.%. 


88.5 


83.8 


261.8 


232.3 




211.3 ■ 




23*J.6 




230 °. 2- 




178. 2^' 


163^6 


171.4 


<»28.9 


414.1 




365.6 




374.5 




376. 1 




301.6 


298.3 


290\9 


813.9 


676.2 , 




631.0 




627.2 




585.0 




507.9 


510.8 


494.6 


1,196.<» 


999. <» 




912.1 




876.2 




891.0 




758.8 


.J(>7.5 


7152.9 


1,663.9 


1,522.6 


1,5<»0.Z 


1 


, 099,1 


1 


,267.5 


1 


,126.5 


l,lfe8.7 


1,177.6 


2,637.9 


2,562.6 


2,752.1 


2 


,715.7 


2 


,680.1 J 


2 


,<»31.5 


2,382.0 


2,331.4 


1,856.9 


1,811.7 


) 


,983.'J „ 


1 


,86t>.3 


1 


,816.9 


1 


,H6.6 


1,'H6.7 


1,J50.3 


2,^18.1 


- 2,<»67.6 


2 


,562.^ 


2 


,<»29.8 


2 


,5'»0.9 


2,037.$ 


2,3'H,6 


2,262.9 


3,578.1 


3,066.3 


3 


,098.6 


3 


,277.0 


3 


,359.3 


3 


,152.2 


3,171.5 


3,261.0 


3,8<»5.9 


'»,06'».3 


It 


,489.1 


3 


,973.0 


.3 


,9'»8.9 


3 


,589.5 


3,it7Ji.9 


3,466.7 


6,152.6 


5,720.8 


6 


,128.6 


6 


,929. <» 


H 


,983.6 


H 


,917.2 


4,826.5 


4,661.1 
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Table 14« Death rates due to diseases of the heart, according to race, sex, and age: United States, selected years 
* ^ 1950-77— Continued 

(Data are based on the national Mtal registration system) 



Year 



Race, sex, and age 



1950 



1955 



1960 



1965 



1970^ ' 1975j 



197$1 



Black male: x 

All ages, age adjusted^ 

All ages, crude — 

Under 25 years -e- — 

Under 1 year 

1-2* years 

25-29 years — 

30-3* years 

35-39 years 

*0-** years 

*5-*9 years — — 

50-5* years • 

55-59 years — 

60-6* years — 7 • 

65 years and over ^ — — ^— 

65-69 years — - ' 

70-7** years ^ . 

75-/9 years . . 

80-8* years , i 

85 years and over — t ' ' 



All other fei|iale 

All ages, age adjusted^ 

All ages, crude — — 

Under 25 years — — — 

Under 1 year r-- 

1-2* years 

25-29 years 

30-3* years 

35-39 years --~r — - — 

*0-** years 

*5-*9 years - — 

50-5* years — — — — 

55-59 years 

60-6*' years 

65* years and over — • 

IS5-69 years 

. 70-7* years - 

75-79 years 

80-8* years 

85 years and over 

See footnotes at end of table. 



*15.5 
3*8.* 

9.8 



32.5 
>3.8 
133.7 
271.* 
**2.3 
8*1.2 
1,225.8 
1,717.3 
2,680.8 
1,89*. 9 
2,570.3 

*, 107.9 



3*2.9 
283.0 

11.*. 
6.*- 

37.3* 

66.1 
129.1 
2* A. 5 
397.6 
a7.9 
998.8 
1,*21.7 
2,i58.2 
• 1,36|.7 
2,160.0- 
3,059.7 
2,955?0 
5,^50.0 

\ 



Number of^aths per 100,000 resident population 



293.0 
236.8 

7.5 
46.3 . 
6.9- 
26.7 
•51.1 
91.2 
177.? 
319.1^ 
5'»2.7' 
7i9.2 \ 
1,1'»3.2 \ 
^2,075.8 '\ 
l,39'»i'6 
:i,879.6 
2,712.3 
3,0^*5.1 
4,811.8 



381.2 
330.6 

5.3 
13.9 
4.8 
28.1 
57.7 
120.0 
222.1 
38^0 
667.0 
973.2 I 
1,593.9 
.2,798.4 
2,030.4 
2,661;2 
3,146.3 
4,^09.5 
6,037.9 I 



283.3 
' 255.5 

5.3 
11.7 
4.9 
23.1 
43.8 
83.2 
158.2 
257.9 
455.1 
712.6 
1,170.6 
2,197.2 
1,393.3 
2,00j6.4 
2,507.5 
\3,730.2 
564.1 



384.1 
331.7 



.375.9 
330.3 




259^9 
.248.6 

M.6 
17.4 
3.9 
19.8 
36.7 
73.5 
147.8 
227.0 
390.1 
592.7 
1,100.9 
2, 09 J. 8 
1,251.3' 
1,765.9 
2,503.7 
3^570.1 
5,912.2 



236.6 
241.0 

4.7 
31.4 
3.5 
14.2 
31.6 
59.6 
118.8 
203.2 
342.0 
535.5 
828.7 
2,09^.4 
1,226.8 
1,836.4 
2,492C6 
3,353/5 
4,794.7 



328.9 
296.1 

5.2 
37.2 
4.0 
21.2 
47.9 
, 104.2 
194.3 
329.7 
547.8 
804.5 
1,189.7 
2,5lS0.9 
1,50^.7 
2,636.9 
3,482.8 
3,826.7 
5,296.2 



194.6 
214.7 

3.9 
31.3 
2.9 
7.6 
17.5 
45.2 
■ 80.0 
146.3 
247.5 
436.3 
686.7 
1,864.5 
/ 892.9 
1,867.0 
2,382.9 
2,638.^ 
4,18h8 



326.0 
296.9 

5.7 
. 46.6 
4.3 
20.1 
43.6 
97.6 
180.6 
327.8 
553.8 
826.0 
1,238.0 
2,527.4 
1,464.7 
* 2,539.7 
3,565.5 
3,721.8 
5,182.1 



190.3 
215.9 



1977 1 



322.4 
294.7 

5.4 
43. S 
3.9 
20.8 
- 40 . 3 
93.2 
188.0 
322.3 
536.8 
8.05.3 
1 ,247. '6 
2, 49 hi 
U405.0 
2,438.3 
3,734.5 
3,803.8 
5,031.7. 



188.7. 

'2,16.4' 




Table I4. v UetUb 



0i m 



ijie (0 diseases of the heart, 
1950-77 



according to race; s^x, 
—Continued 



and age: Unitedf States, selected years 



(Data ace based on the national vital registration system) 



Year 



Race, s^x, and, age 



1950 



1955 



1960 



1965 



19^0' 



1^751 



19761 



1977* 



Black female: ■ , 

, AUvges, age adjusted^ " 

All ages, crude ^ 

Under 25 years — — — 

Under. 1 year ^ — ^ 

1-2'f years — — 

25-29 years -— 

■ 30-31* years 

35-39 years — 

(tO-i*!* years 

'♦5-49 years 

30-5'» years t~- 

55-59 year's^ -— 

60-6'» years — ■ ' 

65 years and over r^- ■ 

65-69 years 

70-7'f year? 

75-79 years -»^— \ 

iQ-&it years —. f 

85 years and tfver 



Number of dekths per 100,000 resident population 



3f9.5 
289.9 

• 11. f 



j8.3 
67. f 
" 131.6 
2<f9.5 

(toi.o 

682.0 
1,022.7 
l,<f57.0 
2,172.9 
1,378.8 
2,188.3 

3,<f99.3 



292.6 
268.5 

5A 
12.0 
5.0 
, 2<f.f 
<f7.0 
88.5 
166.8 
269.1 
<f71.8 
75<f.8 
1,211.1 
2,23<f .7 
•l,f30.6 
2,055.2 
2,5(f5.0 
3,7<f3..1 
5,650.0 



271.1 
263.8 

(f.8 
17.9 
f.l 
20.3 
<f0.3 
79.3 
156.6 
2<>1 
(f09, 
619, 
1,165, 
2,151 
1,307.0 
1,816.2 
2,585.8 
3,632.9 
6,030.<> 



.3 

.9 

A 
.9- 



251.7 ) 209. (f ^ 
261.0 235.7 



<f.2 
3<f.8 
3.1 
8.9 
20.1 
■ <f9.5 
90.8 
16'».9 
273 . 1 

m.2 

726.8 
1,970.1 

92'>.3 
2,029.6 
2,632.5 
2,798,3 
<f.39y.O 



205.1 
237. f 

0.2 

i*it.7 



204.2 
239.0 

It. 3 
37.7 



2.9 
10.7 
20.9 
36.0 
8<><8 
166.1 
275. <» 

m.i 

702.3 
1,969.3 

859.2 
1,935.2 
2,869.9 
2,88t>.'> 
(f,3<f<f.O 



11.0 
16.9 
<»5.8 
84.8 
156.9 
279^8 
(»35.6 
697.9 
1,957.3 




^Excludes deaths of nonresidents of the United States. 
• ^InclOdes all races and both sexes. • - • 

^Age adjusted by the direct method to the total population of the United States as enumerated in 19<f0, using 1 1 age grbups. 

NOTE: The ICDA revisions' and code numbers are Sixth Revision, Nos. f00-f02, <flO-<f<f3, for 1950 and 1955; Seventh Revision, Nos. 
W0-'»02, '>10-^f3, for 1%0 and 1965; and Eighth Revision, Nos. 390-398, f02, m, flO-f If , <f20-<f29, for 1970-77. 



SOURCES 
Washington 



National Center for Health. Statistics: Vital Statistics of the United Stateas Vol. II, for data years 1950-197Q and 1975, 
U.S. Government Printing Office; for data years 1976-1977, Public Health Service, DHEW, HyattsviUe. Md. To be 



published;' Data computed by the Division of Analysis from data compiled by the Division of Vital Statistics; Ij.S. Bureau of the eensip: 
Population estimates and projections. Current Population Reports . Series P-25, NOs. 310, 519, 6f3, and 721. Washington.. U.S. 
Government Printing Office, 3une 1965; Apr, 1970, 3an. 1977, and "Apr. 15>78;- 1950 Nonwhite Population by Race , Special report P-E 
No. 3B; General populMion characteristics. United States summary, 1960 and 1970, U.S« Census of Population . Final reports PCtlMb 
and PCU)-Bl, Washinjgton. U.S. Government Printing Office, 1951, 1961, and 1972. w , 
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Tiible 15. Death /ates due (0 ischemic heart disease, according to race, sex, and age: United States, 
^ • . ■ , selected years 1968-77 

7 

I (Data are based on the national vital registration system) 



Race, sex, and age 



1968 



Year 



1969 



1970^ 



1975^ 



1976 J 



1977.^ 



* Total^ 

AH ages, age adjusted^ — - — * 
All ages, crude ^ 

Under 25 years — 1— 

.^-^5-29 years 

30-3^^ years * 

35-i9 years r 

years 

W.*9 y«ars 

5Q-5'^ years --r 

55-59 years 

60-6^^ years 

65 years and over 

65-69 years — — -7 

70-7^* years 1— 

75-79 years — ^ i-- ^ 

SO-S'^ years — -* 

85 years and over 

White male 

All ages, age adjusted*^— 

AH ages, crude 

Under 25 years — — 

25-29 years 

30-3* years 

35-39 years— 

'^0-'^'^ years 

yejirs ^ 

50-5^^ years 

55-59 years 

60-6^^ years 

65 years and over 

65-69 years 

1^-1% ^ears 

75-79 yea^g. ^ — 

80-8^* years 

85 years and o^er 

See footnotes at end of table* 



Number of deaths per 100,000 resident population 



/- 



241.6 
338.'^ 



A 



336.6 
' <»19.3 

o!3 
3.(» 
13.7 

123. <» 
255.0 
<^5^^.^ 
7'f6.5 
1,187.1 
3,20<»:0 
1,760.1 
2,582.9 
,792.5 
54 597.'* 
94598.7 



23(».7 
332.6 



329.1 
<»11.9 

• 0.3 
3.3 
' 13.3 
<»8.5 
120.0 
2<»8.7' 
'<»<»2.5 
731.9 
1, 2 
3,153.9 
1,723.8 
2,52(».2 
3,686.6 
5,560.1 
9,'K»3.1 



228.1 
328.1 



196.1 
301.7 



320.3 

0.3 
3.8 
13.3 
46.0 
115.6 
240.2 
433.0 
722.2 
1,120.7 
3,090.3 
1,698.5 
2,468.7 
3,686.6 
5,436.4 
8,164.2 



2S0.6 
^ ?66.p 

r 0-3 
2.8 
10.6 
35.8 
99.1 

205.4 
368.8 
608.5 
977.6 
2,747.3 
1,441.3 
2,179.7 
3,323.3 
4,859.0 
7,841.9 



191.6 
301.0 



274.2 
'362.5 



185.0. 
295.1 



• 0.3 


0.3 


^ 0.3 «» 


0.2 


0'.2 


0.2 


2.8 


2.9 


3.1 


2.0 


2.1 


2.0 


10.4 


10.1 


10.0 


'7.4 


' • 7.4 


6.9 


32.4 


32.1 


30.4 


23.8 


22.0 


21.8 


79.3 


76.6 


73.7 


62.3 


59.8 


. 56.8 


158.3 


153.2 


148.6 


126.3 


123.2 


" 117.0 


283.8 


21b J 


, 269.6 


228.6 


21s. 6 


U4.0 


479.2 


463.2 


■ 457.9. 


385.5 


370.4 


354.4 


781.5 


744,4 


■' 733.1 


633.8 


622.1 


598.5 


•2,573.1 


2,527.1 


2,470.4 


2,186.7 


2,166.2 


2,'101.2 


" 1,213.6 


1,178.0.^ 


^ 1,151.9 


944.5 


■912f.8 


882.1 


1,S62.8 


1,813.2 


1,785.3 


. 1,547.5 


1,495.1 


1,438.8 


2,932.7 


2,835.6 


. 2^824.2 , 


2,481.6 


2,458.1 


■ 2,394.8 


4,581.0 


4,519.8 


4,383.5, 


3,777.4' 


3,716.2 


3,617.9 


8,483^.0 


8,^284.5 

* f 


7,249.4 


6,640.0 

* 


6,715.0 


6,420.1 

t 



264.7 
354.2 

0.2 
■ 2.4 
10.1 
33.1 
89.2 
• 188.3 
343.3 
554.0 
907.6 
2,633.4 
1,349.9 
2,056.7 
3,232.2 
4,686.6 
7,681.4 
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Table 15. Death rates ^ue to ischemic heart disease, according to race; sex, and agjAUnil^d States, 

^ selected years 1968-77— Continued , ' 

. ■ (Data are based on the national vital registration system) ' . ' 



Jlfear 



Race," sex, and age 



1968 



1969 



1970 1 'I975I 



1976^ 



^ Wt^jte female 

All ages, age adjusted'^— 
All ages, crude 

Under 25 years --- 

25-29 years f— 

-30-3* years — — 

35-39 years 

(fO-** years 

'»5-'»9 years 

50-5'» years 

55-59 years 

60-6* years 

65 years and over — 

65-69 years 

70-7* years 

75-79 years 

80-8* years 

- 85 years and over 



Number of deaths per 100,000 resident population - 



157.6 
286 ."6 

0.2 
1.1 

Ul 



23.3 
*8.6 
99.3 

200j>r 

3M.3, 
2, 17*. 5 

731.0 
1,315.* 
2,372.5 
*,095.3 
8,311.6 



152.* 
283,-7 

0.2 
1.0 
3. P.. 



• 9.2 
22.* 
*6.0 
" - 95.8 
188.5 
358.2 
2,139.7 
700.3 
1,280.1 
2,289.1 
*,025.6 
8,118.8 



1*8.5 
2I2.5 

0.1 
1.2 
3.5 



8.V 
21.1 
*5.8 
96 ;1 
189.6 
36*. 1 
2,093.* 
685.3 
a, 269.0 
2,276.3 
3,889.7 
7,192.3 



126.3 
269.2 

0.1 
0.6 
2.3 



18.8 
38. 9p- 
81.7 
161.6 
308.9 
1,863.6 
5*6.5 
1,0*6.5 
1,963.3 
3,331.1 
6,*8*.7 



123.6 
272.0 

0.1 
0.8 

' 2.1 



^TT" 

17.5 
39.5 
76.5 
155.8- 
306.9 
1,858.0 
522.5 
1,00*. 2 
1,922.0 
3, 28*. 9 
6,596.1 



1977^ 



1. 



119.0 
267.5 



0.1 
0.7 
2.1 



17.0 
36.3 
75.5 
1*7.6 
296.7 
1,799.2 
. 510.8 
95*. 9 
1,850.8 
3,179.7 
6,281.9 



All other male 

All ages, age adjusted^ 

■ All ages, crude — — 

^Under 25 years 

25-29 years — -i 1 

30-3* years — { 

35-39 years — - — 

*0-** years — ^ — ■ 

*5-*9 years ' '-- — 

50-5* years 

55-59 years — -r-- .— 

60^1* years 

65 years and over ' 

♦ 65;69 years -y=«- 

70-7* years 7 

75-79 years- — 

80-8* years 

85 years and over ' 4 

Bee foo'tnoj^es at end of table. 



316.6 


306.7 


29*.* 


25*. 0 


2*9.* 


2*5.3 


278.8 


269f5 


1 261.1 


229.9 


228.3 


225.7 


. 0.9 


0.7 


0.7 


0.5 


0.3 


0.* 


10.6 


11.5 


10.9 


6.5 


6.1 


7.6 


31.9 


36.6 


28.5 


20.9 


20.9 


18.8 


87.6 ' 


81.9 


^75.0 


. 61.1 


59.7 


• 57.7 


182.9 


180.* . 


17*. 0 


135.2 


122.8 


128.1 


328.9 


318.9 


30*. 5 


2*5.* 


23*. 8 


232.2 


521.9 ' 


521.7 


*83.5 


*21.5 


*22.9 


*0*.8 


820.6 


766.7 


750 . 1 


633.8 


'637.* 


626.5 


1,222.9 


1,128.2 




950.* 


985.6 


989.5 


2,*69.* 


2,*21.0 




2,086.8 


2, 03*. 8 


1,990.7 


1,655.5 


1,630.6 — 


1,568.2 


1,223.3 


1,200.8 


l,l-*5.7 


2,318.5 


2,213.8 


2, 23*. 3 


2,096.3 ' 


1,985.5 


1,930.2 


2,979.0 - 


3,010.0 


2,966.7 


2,712'.^ 


2,723.6 


2,?95.7 


3,535.8 


3,661.8 


, 3,*71.9 


3,, 117.* 


2,98*.* 


2,939.8 


5,958.5 • * 


5,259.1 


*,*18.8 


*,2*5.3 


*, 176.5 


*,030.6 




•5^ - . 



Table 15. Death rates due to iscNniic heart dfsease, according fo race, sex, and age: United States, 

selected years 1968-77— Continued • 

♦ ■<* 

(Data are based on the national vital registration system) 



Year 



Race, sex, and age 



1968 




1969 


. 19701 


I975I 


1976^ 


1977^ 






Number of deaths per 100,000 resident population 




J J tm • ✓ 




323.6 


3'l'>,5 


271.^ 


267.5 


26^.5 


290.8 




282.0 


277.2 




244.2 


2^2.5 


0.8 




0.7 


" {-^ 0.7 


0.6 


OA 




11.8 




12.9 


11.7 


7.lt 


7.0 


8.7 






39.9 


32.7 


23.9 


' 23.6 


21.5 


9'>.0 




89.1 


83.3 


_-.6>« 


65.5 


. ' 63.2 


196.5 




192.6 


191.3 


l'>7.8 


135.5 


140.4 


3*8. & 




3'H.2 


333.0 


267.6 


257.7 


255.9 


5'>8.y 




552.6 


516.0 


'♦53.7 


456.5 


438.5 


86l>.7 




813.9 


803.3 


6^.2 
1,00T).8 


684.8 


667.4 


1,302.5 


• l' 


,198.2 


1,157.8 . 


• 1,041.3 


i,044.5 


2,560.5 


2 


,518. 


2,'>79.5 


2,207.8 


2,150.3 


2,119.1 


2,397.3 ^ 


1 


,711. '» 


- 1,^6^.3 


1,275.'> 


1,235.8^ 


1,188.0 


'2 


,301.6 


2,36'>.8 


2,253.5 _ 
2,986.2 


2jl4'2.9 


2,088.4 


3,039.8 


3 


,106.'> 


3,085.7 


•3,047.9 . 


3,189.4 




3 


,913.8 


3,778.5 ^ 


3,318^.7 


3,193.6. 


3,205.1 


6,302.9 


5 


,602.7 


1^,71^3.7 


'♦,558.5 


4,464.3 


4,348.3 



I 



Black male: 

All ages, age adjusted^- 
AU ages, crude 

Under 25 years — — ^ 

25-29 years 

30-3^ years 

35-39 years 

years 

*5-'^9 years — -- 

50-5^ years 

55-59 years ■ 

60-6^ years 

65 years ^and over — 

65-69 years ^— 

70-7^^ years ^ 

75-79 years- 

80-8^ years 

85 years and over 



All other female 

All ages, age adjusted^ 

AH ages, crude 

Under 25 years ^ 

25-29 years — 

30-3^ years r 

35-39 ye^rs — ^ — 

^0-^^ y^rs 

^5-^9 years — -i--- *- . 

50-5^ years — 

55-59 years • 

60-6^* years — % 

65 years and over ^ 

65-69 years- 

70-7^ years 

7^-79 years \ 

80-8^> years 

*85 .years and oyer 

footnotes at end olMable. 



213.0 




201.4 




194.8 


.159.1 




153.8 


. 152.3 


213.4 




204.2 




200.4 


177.7 




176.9 


177.0 


. p. 4. 




0.5 




•0.4 


0.2 




0.2 


^ 0.3 


3.8- 




6.0 




' 4.3 


2.2 




2.2 


2.0 


17.9 




14.0 




15. 7\ 


8.6 




8.3 


6.5 


. 40.5 




39.2 




38.3 


26.5 




17.6 


23.8 


97 .-5 




86.1 




79.8 


52.9 




49.8 , 


50.8 


166.3 




154.3 




149.1 


111.6 




104.5 


102.0 


287.7 




270.0 




265.3 


-'"192.7 




194.7 ' 


190.0 


474.9 




447.0 




433.3 


'349.2 




320.1 


325.7 


809.3 




.745.3 




703.6 


570.1 




541.7 


541.2 


1,943.5 


1 


,869.7 


1/ 


,830.0 


1,606.6 


■ -1 


,595.6 


1,570.2 


1,198,1 


■ 1 


,142.4 


' 1 


,055.3 


749.8 




698.4 


669.0 


• 1,602.4 


1 


,559.7 


■ 1 


,590.2 


L,592.7 


1 


509.4 


1,445.2 


. 2,326.3 


2 


,157.7 


2 


,205.6 


W,070.2 


2 


,237.4 


2,286.3 


I 3,100.0 


"2 


,975.8 - 


2 


,949.1 


2,302.3 


2 


,332.8 


2,iQ2.9 


5,096.7 


4 


,930.7 


4 


,227.9 


3,662.7 


3 


,590.9 


3,496.2 



Table 15* Death rates doe to Ischemic heart disease, according to race, sex, and age: United States, 

* selected years 1968-77— Continued * ^ ^ 

^ (Data are based on the national vital registration systerh) 



Year 



Race, sex, and age 



1968 



Black female: 

All ages^agi adjusted^ — 

All ages, crude 

Under 25 years * 

25-29 years — — 

30-3^* years 

35-39 years — — 

years 

'^5-'^9 years — . 

50-5^ years.^ ^ 

55-59 years ^ 

60-6^* years -j^ 

65 years and over — ^f^- 

65^69 years—— 

70-7<f years 

75-79 years 

80-84 years—. 

85 years and over 



1969 



1970^ 



1975^ 



1976^ 



Number of deaths per 100,000 residertt pCjpulation 



I977I 





223.2 


212.3 




207.1 


^171.1 «^ 


165.5 


^Fr6V.8 




227. f 


218.8 




217.0 


195.2 




19^.6 




0.5- 


0.5 ' 


\ 


0.5 ■ 


0^2 ' 


■ 0'.'3 


0.3 




f.l- 


6.5 




f.9 


2.5 


- 2.6 


2.5 




19.8 


15. a 




17.5 


9.9 




7.9 




ff.O • 


'»2.5 




'»3.5 


29.6 


■ 


2V.3 




107.2 






89.1 


60.7 




57.1 




179.'* 


167.1 




163.6 


126.6 


118.8 


117.5 




303.7 


288.7 




285.5 


r 212.6 


216.$ 


214. <» 




500.0 


'»72.5 




'»59.2 


377 . 1 


' 3'»5,r 


35'*. 6 




849.5 


785.8 




7H7.7 


605.0 


. 573. <» 


573.5 


2 


,012. f 


1,9<»7.8 


1 


„920.2 


1,696,1 


1,682.8 


1,658.4 


1 


,250.4 


1,200.3 


1 


,111.8 


777.3 


721.3- 


695. i 


. 1 


,678.1 


l,627.r 


1 


,683.5 


1,731.1 


1,638.1 


1,556.2 


2 


,'H1.3 


2,258.3 


2 


,320.0 


2,282.2 


2, 1*91.9 


2,581.9 


3 


,158.0 


. 3,120.5 


3 


,110.5 


2,<»39.8 


2, WO. 2 


2,483.9 


5 


,269.6 


5,OW.O 


» . f 


,'H8.2 


3,8'»3.'» 


3,7'»7.7 


3,663.9 

• 



1 



Excludes deaths of nonresidents of the United States. 



^Includes all races and both sexes. ^ 
^Ag£.ad justed, by the direct method to the total population .of the United States as enumerated in 19<>0, using iTage groups. 

NOTE: The ICDA^ revision ^nd code numbers are the Eighth Revisiqfn, Nos. 'tlO-'f 13. 



iqn, N< 
A of 



SOURCES;. National Center for Health Statistics: Vital Statistic^ of the United States , VoKjII, for data years 1968-1970 and 1975, 
Washington. U.S. Government Printing Office; for data years 1976-1977, Public Health S^vice, DHEW, Hyattsville, Md. To, be 
published; Data computed by the Division of Analysis ffom data compiled by the Division of Vital Statistics; U.S. Bureau of the Census: 
Population estimates and projections. Current Population Reports . Series P-25> Nos. 519, 6^*3,. and 721. Washington; U.S. Government 
Printing Off ice, Apr. 197'*, aan. 1^77, and Apr, 19Z8. 
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Tuble 16. Age-adjtisted death rates and average annuaf-^ercent change, according to leading causes of death in 1950: 
' jUnited States, selected years 19S0t-77 

(Data arc baseck^rTthe national vital registration system) • 



Cause of death 



Year 



AU 
causes 



Diseases 
of the 
heart 



Malignant 
neoplasms 



Cerebro- 
vascular 
diseases 



All. 

accidents 



Tuber- 
culosis 




Deaths per 100,000 resident population 



19771- 



t950-77 — 



1950-35 

1955-60 

l%0-65 . 

1965-70 

1970-77 

1975-77 



841.5 
764.6 
760.9 
739.0 
714.3 
638.3 
627.5 
612.3 



-1.2 

-0.1- 

-0.7 
-2.2 
-2.1 



■307.6 • 


1<25.4 


88.8 


57.5 


21.7 


287.5 


125.8 


83.0 


54.4 


8.4 


286.2 


125.8 


79.7 


49.9 


5.4 


273.9 


127.0 


72.7 


53.3 


' '3.6 


253.6 


129.9 


66.3 


53.7 


2.2 


220.5 


130.9 


54.5 


44.8 


1.2 


216.7 


132.3 


51.4 


43.2 


,v 1.1 


210.4 


133.0 


48.2 


43.8 


1.0 




Average annual percent change 






-1.4 


0.2 


-2.2 , 


-1.0 


-10.8 


-1.3 


0.1 




-1.1 


' -17.3 


-b.i 


0.0 




-1.7 


-8.5 


-0.9 


0.2 


/ -1.8 


1.3 


-7.8 


-1.5 


0.5 


y -1.8 


0.1 


, -9.4 


-2.6 


0.5 


-4.5 


' -2.9 


-10.7 


-2.3 


0.8 


-6.0 


-0.5 


. -0.9 



^Excludes deaths of nonresidents^of the United States. 



NOTE: Age-adjusted rates computed by the direct method to the total population of the United States as enumerated in 19(^0, using 11 
age groups. 



SOURCE: Division of Vital Statistics, National Center for Health Statistics: Selected data. 
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Table 17, Death rates due to malignant neoplasms, according to race, sex, ani-age: United States, 

selected year^ 1950.-7^ ' / 



(Dataware based on the national vitAl registratibn System) 



I 



Year 



Race, sex, and age 



1950 1955 1960 15*65 1970^ 1975^ 197(S^; 1977^ 



Total 2 

/ 

Ail ^ges; age adjusted^ — 
All ages, crude — — 

Under 25 years ^ 

Under 1 year ^ 

1-2|| years r— 

25-29 years - 

30-3^ years * - 

35-39 years 

^O-'f'f years — ^ — 

'f5-'f9 years — 

50-5'f years — ^ — ^- 

55-59 years 

60-6^ years y 

.65 years and over 

. 65-69 years — ; — ^ 

70-7'f years — ^ 

^ 75-79 years 

"years r 

SlTyiars and bveh 



Numbei^f deaths per 100,000 resident population 



.■ \ 





19^ li 
\LJ 

139.8 




1 7S S 
ILj • o 

lt6.5 


149.2 


153.8 . 


129 9 
162.8 




130.9 
171.7 


132.3 
173,8 


133.0 
178.7 




8.5 




8.6 


N 8.1 


7.-5 


7.0 




n 

5.7 


5.7 


5.6 




8.7 




, 7.7 


7.2 


7.1 


4.7 


» 


4.2 


3.2 


3.8 




8.5 




8.6 


8.2 


' 7.6 


7.1 




3.8 


5.7 


5.6 




15.1 




14.6 


14.7 ; 


• 13.8 


12. 7-- 




11.4 


11.2 


11.2 




' 25.3 




nSM 


23.8 


24.0 


21.0 




19.2 


18.7 


18.4 




t5.8 




W.5 


43.0 


4/. 4 ^ 


40.9 




35.5 


35,2 


3<t,5 




81.2 




79.2 


77.6 


/'8.4 


76 .S^ 




71.2 


68.9 


68.9 




*137.0 




135.7 


»5.4' 


■ 136.1 


139.3 




136.6 


134.4 


133.5 




216.9 




219.7 


224,2-=^ 


227.4 


' 229.6 




226.2 


228.4 


229.9 




329.6 






327.8 


330.5 


357.5 




352.7- 


. 356.2 


356.5 




468.5 




466.2 


' 1 478.3 " 


496.1 


498.8 




519.7 


533.5 


539 v6 




851.3 




869.5 


870 " 


887.0 


923.4 




961.1 


' 979.0 


988.4 




598.8 


N 


638.0 


^63^.6 


647.9 


674.0 




670.3 


685.3 


■ 691.9 




830: 0 




812.7 


■ 818.6* 


829.9 


857 .i 




923.1 


927.8 


931.2 


1 


,077.6 


1 


,067.1 


1,032.9 


1,047.0 


1,099.5 


1 


,152.9 


1,185.0 


1,20J.4 


1 


,29t.2 


1 


,294.9 


1,310.1 • 


1,239.2 


1,286.1 


1 


,326.0 


1,343.1 


1,364.9 


1 


,t50.8 


1 


,465.3 


1,45§.0 


1,483.6 


1,320.7 


1 


,4|>8.8 


1,441.5 


1^445.6 



White male 

All ages, age adjusted^— — 
All ages, crude ® 

Under 25 years ■ ■* 

Under 1 year 

1-24 years — 

25-29 years 

30-34 years 

35-39 years — 

40-44 years — < — 

45-49 years ; 

50-54 years 

55-59 years •. 

60,-64 years 

65 year^'and over 

65-69 years ^— -. — 

70-74 years 

75-79 years 

80-84 years 

85 years and over 



130.9 
147.2 



9 

" 9 
9 
15 
20 
32 
57 
110.4 
194 
327.9 
506.0 
986.0 
685.5 
965.2 
1,261.4 
1,573.4 
1,733.9 



137.4 
160.0 

10.4 
8.7 
10.4 
15.0 
19.8 
33.0 
56.? 
113.5' 
209.5 
340.5 
^29.6 
1,045.6 
767.1 
986.^ 
1,297.0 
1,633.0 / 
1,746.9 ). 



i41.6 

9;7 
7.9 
, ^ 9.8^ 

, 16.4 
' 21.1. 
33.8 
59.7 
*U4.5 
219.9 
r 360.1 
^^9.3 
,1,073.4 
780.0 
1,029.9 
1,297.9 
1,648.4 
1,791.4 



147.8 
173.7 

8.8 

6:2 
8.9 
15.0 

21. r 

35.5 
63.4 
119;5 
222.9 
348.3 
!198.1 
1,144.9 
832.0 
1,07*8.3 
1,376.3 
1,647.5 
1,958.7 



154.-3 
t85.1 

8.5 
4.3 
8.6 
13.7 
19.1 
.33.6 
65.3 
122.9 
225.4* 
397.4 
617.0 
1,221.2 
879.3 
1,153.8 
1,493.3 
1,770.2 
1,772.2 



157.2 
194.8 

6.8 
4.5 
6.8 
12.5 
18.2 
29.4; 
59.6. 
124.3 
224,9 
378.^ 
619.7 
1,296.0 
887.3 
1,248.8 
1,616.8 
1,923.3 
2,046.% 



159.1 
199.2 

6.8 
3.1 
6.9 
12.1 
16.4 
29.8 
58.7 
124.7 
22^.1 
382.7 
630.5 
1,318.3 
900.3 
1,247.4 
1,672.8 
l,964;8i 
2,110.9 



160.0 
202.5 

6.9 

-vT.5 

12.9 
16.2 
^ 29.8 
. 57.9 
120.1 
228.6 
380.4 

ll%0;l 
898.7 
1,264.1 
1,686.6 
1,994.1 
2,163.1 



See footnotes at end of table. 



120 



105 



Table 17. Death rates due to malignaiiT neoplasms, according to race, sex, and^ge: United States, 
^ selected years 1950^77— Continued 

tData are b^ised on the national vital registratton system) ^ 



Race, sext and age 



1950 



Year 



1955 



1960 



1965 



1970^ 



1975^ 



19761 



I977I 



: White female 

AH ages, age adjusted^ — 
All ages, crude 

Under. 25 years 1 — 4 — 

Under 1 year —4 

1-i* years 

25-29 years 

30-3^^ years 

35-39 yfors ~- 

W'^^ years 

*5-'^9 years 

50-5'^ y<Sars — 

55-59 years — — ~ 

60-64 year^ 

65 ye^rs and over — i,^-w. ^ 

65-69 years ^ 

70-7'^ years 

-75-79 years 

80-8<> years 

85 years and over . 



AH other male 

All ag/s, age adjusted^— — - 
All ages, crude 

Under 25 years — ^^-^ — 

Under, 1 year ^— • 

1-24 years — — — — ^— 

25-29 years 

♦30r34 years — 

35-39 years 

40-44 years ^ — 

45-49 years ^ * 

50-54 years x — 

55-59 years — 

60-64 years — i — 7 -^r- 

65 years and over — 

65-69 years ^ ^ 

70-74 years — - 

/J5.79 years ^ — 

80-84 years — r / 

85 years and over • 

>• 

fdotnotes at end of table. 



rQumber of deaths per 100,000 resident population 



119. 'f, 
139.9 

7.8 
.7.8. 
7.8 
14.8 
27.3 
53.9 
97. f 
153.1 
221.1 
31f.5 
'»19.'» 
768. <^ 
53f.2 

733. r 

956.1 
1,1.53.1 



141. 

7. 

7. 

7. 
13. 
25. 
51. 
93, 

213, 
297, 
39<», 
7f7, 
526 
679 
912 
1,114 



173^.1^,357 



125.8 
106.1 

7.2 
■ 10. f 
.7'.0 
•^<».8 
' 21.5 
39.7 
7f.f 
144.6 
282.3 
421.1 
571.6 
691.6 
579.2 
720.7 
896.9 
751.4 
9OO0i 



138.7 
119.1 

7.3 
6i9 
7.3 • 
12.0 
21.8 
f 38.3 
. 84.9 
J70.3 
277. f, 
447.6 
• 643.2 
810.4 
722.0 
^ 818.7 
891.6 
957. 1 
1,045.8 



W9,5 


107.4- 


13^8 


141.9 


7-0 


6.7^ 


6.8 


6.2 


i 7,0 


6.7 


12-7 


* 12.4 


24.2 


25.1 


47.9 


44.3 


86.7 


85.D 


143.8 


140.4 


' 211.6 


216.5 


281.7 . 


279.0 


382.6 


380.8 


718.4 


702.0 


500.3 


488.3 


'641.6 


623.6 


847.8 


- 820.5 


1,W7.2 


1,005.8- 


1,304.9 V 
* 


1,257.5 


154.8 


l(f7.3 


134.1 

f 


' .;144.3 


6.9 


6.4 


6.5 


6-. I 


6.9 ' 


6.4 


14.7 


13.1 


21.7 


19.5 


47.3 


48.8 


99.3 


103.6 


169.9 


184.6 


308.8 


327.2 


433.7 


485.9 


710.6 


754.8 


982.4 ^ 


1,073.8 


864.1 


' 901,4. 


1,021.2 


1,119.3 


1,038.0- 


1,217.7 


1,195.5 


1,252.4 


1,211.7 


1,458.8 



107.6 
149.4 • 

6.0 ■ 
5.4 
6.0 
11.6 
21.8 . 
44.5 
78.8 
142.6 
214.9 
.301.9 
380.0 
714.3 
495.6 
626.4 
836.2 
1,0-11.9 
1,126.6 



106, 
157, 

« :: 

•4, 
^0 
. 19 
37 
. 75 
134 
208 
• 302 
406 
'729 
486 
655 
842 
1,019 
'1,165 



9 
7 

9 
2 
9 
.2 
.5 
.7. 
.0 
.3 
.1 
.9 

,6..,.-, 
.2 - 

.4 
;2 
.6 



1Q8.2 
162.0 

4.7: 
3.6 
4.8 
10.3 
20.3 
'38.6 
■ 71.0 
131.3 
209.9 
306.3 
420.7 
744.9 
506.7. 
66K2 
. 856.6 
1,023.7 
1,192.8 



185. 3 
161.0 

6.7 
4.7 
6.8 

. n.4 

' 23.6 : 
44.1 

108.1 

213.9 

373.7 

^i3.3 ' 

750.3 
1,221.1 

988.8 
1,266.3 
1,504.5 
1,593^^ 
1,268.4 



199.7 
175.3 

5.5 
3.8 
5.6 
11.6 
'18.5 
45.6 
■ 100.5 
208.8 
382.1 
612.7 
863^0 
l.,351.5 
1,035.1 
1,503.2 
1,700.7 
1,654.7 
1,479.7 



202.3 
179.2 

5.8 
4.7 
518 
1016 
17.6 

r37.1 
J9.7 
34.4 
•385.0 
618.8 
909.7 
1,377.7 
1,017.5 
1,568.8 
1,813.9 
1,671.1 
l,473i5 



108.iJ . 
. 164.5 

4.4 
3.3 
' 4.4 
• 9.5 
19.7 
35.5 
71.0 
.131.^ 
' 208 ..4* 
306.0 
427.1 
7«.l 
518.8 
654.6 
863.4 
1,050.2 
■1,1>1.8 



205.4 
183,2 

5.4 
4.0 
5.'5 
10.3 
19.3 
. 42.8 
103.3 
' 211.8 
38i.3 
' 628.6 

890 : 
1,414. 
1,025. 
•1,572.8 
1,951.1 
1,706.5 
1,609.7 



;5 

.0 
.5 



Table 17, Death rates due to malignant neoplasms, according to race, sex, and age: United Stales, 

selected years 1950-77— Continued 

> ■ ■ , " ' ■ ■ - • . ■ ' 

(Data are based on the national vital registration system) 



Year 



Race, sex, and age 



Am " 1955 1960 



1965 1970^ 1975^ 1976^ 1977^ 



Black male: 

All ages, age adjusted^ — ^ 
AIJ ages, crude 

Under 25 years 

Under 1 year — 

1-24 years 

25-29 year5 

30-34 years -r^— — 

35-39 years - 

40-44 years 

J>5-49y^rs ^- 

50-54 years — 

55-59 years — — 

60-64 years 

65 years and over — 

65-69 years 

70-74 years 

75-79 years ^ 

80-84 years - — r 

. 85 years and over -if— - 

' All other female 

All ages, age ^d justed^ — — 
All, ages, crude — — - — — 

Under 25 years — 

Under 1 year ^ . — 

1-24 years -—7 

25-29 y^ars ^— 

30-34, years — 

35-39 years ..-.^ 

40-44 years 

45-49 years 

50-54 years 1. 

55-59 years 

60-64 years — — — ^ 

65 years and over — 

65-^9 years 

70-74 years 

75-79 years — : — 

8d-84 years 

85 years and over 

See footnotes attend of table. 



126;1 
106.6 

7.1 



15.3 
21.1 
39.3 
74.3 
147. -5 
288.5 
425.2 
580.1 
696.1 
581.2 
h3.3 



8^». 



131.0 
UO.l 



6.4 
6.9 
6.4 
19.6 
49.1 
89.1 
155.9 
223.5 
"335.7 
446.2 
528.3 
513.5 
429.2 
56^2 
617.7 
525.0 
719.2 



Number of deaths per 100,000 resident population 



124.7 
1Q8.4 

5.5 
5.3 
5.5 
19.9 
38.8 
82.9' 
144.8 
226.4 
312.0 
390.7 
446.0 
542.2 
478 To 
551.3 
6724B 
545.1 
641.2 



158.5 




17'».1 


198.0 


214.4 




217.7 ' 


221:9 


06 . 7 




H9.2 


171.6- 


188.5 




193.5 


198.2 


6.7 




6.4 


; 6.8 


5.7 




6.0 


5.5 


6.8' 




6.0 


5.3 


. '. 3.1 




4.5 


V 3.0 


6.7 




6.f 


6.9 


5.8 




6.0* 


5.6 


' 15. (T 




13.9 - 


^ 12.8 


12.5 




11.4 


11.1 


^1.7 




20. y 


25.9 


19.9 




18.4 


20.6 


It7.7 




51.1 


46.6 


48.1 




40.0 


44.9 


101.2 




107.5 


115.7 


110.9 




108.8 


113.6 


177.9 




195.3 


229.2 


229.3 




223.2 


233.5 






344.6 


404.1 


4i£.l 




418.2 


424.1 


461. <F 




511.9 


595.7 


657.8 




666.6 


' 676.7 


■71*0 A 




802.8 


802.3 


915.8' 




970.4 


951.3 


no.it 


1 


,097.4 


1,297.6 


^1,441.6 


1 


,475.0 


1,515.5 


886.3 




939.5 


. 1,049.4 


1,086.9 


1 


,062.7 


1,062.3 


l,017.''l 


.1 


,136.5 


1,349.1 


1,621.9 


1 


,714.^. 


1,707.0 


1,012.6 


1 


,247.5 


1,580.6 


1,875.0 


2 


,026.1 - 


2,254.0 


1,1'»5.2 . 


1 


,246.4 


1,707.7 


1,784.0 


1 


,7&3.3 


1,893.6 


1,155.2 


1 


,456.7 


1,387.0 


r,573.6 


1 


,614.3 


1,701.7 



125.0 
109.8 

5.9 
6.5, 
5.9 
17.1 
41.5 

• 72. 1 

128.4 

207.1 

300.7 

369.6 - 

505.4 

591.0 

498.3 

596.6 

676.6 

757.2 

727.5 



120.9 


117.6 


118.9 


119.-3 


109.2 


110,0. 


115.5 


117.8 


5.3 


- ' 4.9 




4.2 


3.8 


3.3 


2.7 


0.8| 


5.4 • 


5.0 


4.6 


4.3 


15.3 


14.4 


11.1 


11.3 


40.4 


25j!5 


23.9 


23.9 


71.4 


60.2 


51.4 


45.3 


119.1 


. 115.2 


95.1 


94.3 


194.4 


173.9 


177.9 


164.1 


271.2 


267.0 


251.0 


270.9 


343.6 


357.1 


368^1 


357.8* 


508.1 


422.6 


459.3 


471.9 


. 597. A 


641.6 


683.3 


700.9 


^ 341.8 


534.0 


484.5 


492 .7) 


590.8 


672.4 


. "810.3 


801.5 


671.3 


729.1 


917.1 


- 940.1 


690.9 


744.2 


769.5 


822.6 


942.9 


, 758.9 


732.7 


819.0 






# 













• 122.4. 
121. •'2 

4.7' 
2.6 
4.7 
11.8 
23.6 
51.2 
95.0 
167.9 
272.8 
372.4 
490..6- 
7d7.6. 
502.6 
807^1' 
1,024.V 
777.9 
768.9 



mo 



132 



107. 



Table 17. Death rates due to malignant; neoplasms, according 16 race, sex, and agei Unltid^ates, 

, ^ selected years 1950^77-7Cbntinued 

* (Data arc based 0(1 the national vital registration system) 



C 

Racei sex» and age ^ 



Year 



1950 IW 1960 1965 1970^ 1975^ 1976^ 1977^' 



Black femalqi 



r Number of deaths per 100,000 Resident population 



All ages, age adjusted^ — - ^/ 
All ages^ crudfe H— — . 

Under 25 years 

Under 1 year * — j — 

.1-2*^ years — 

25-29 years — r--. 

30-3'^^ears~ • 

35-39 years — -r r-- 

'^O-^'^ years — — r— ^ 

'^5-'^9 years — — — 

years ~— 

55-59 years — 
60-6^ years — t-=^ 
65 years and over -— v- 

1^5-69 years — 

. 70-7'^ years 

W.79 years 

SO-44 Tears -r 

.35 years 5nd ovd* ~» 



131.9 




127.8 


12*. 3 


123.5 


12*. 7 


125.9 


- 129.8 


111.8 




113.8 


113>6 


117.3 


123.3 


126.8 


• 131.0 


6.5 1 




* 6.0 ) 


- ^ 5.* 


5.1 


. *.7 


*.2 


'•*.8 






6.7 ' 


3.0 


3.3 


2.7 


0.5 


, 2.2 






5.9 


5.5 


5.2 


*.8 


*.3 


*.9 


19.7 , 




18.* 


16.6 


15.* 


11.2 ' 


12.3 


13.6 


50.6 




*3.1 


*3.9.v 


• 2Z.0 


25.* 


• '25.8 


• 25.6 


.89.2 




75.9 


73.9 


6*. 6 


5*. 8 


*8.* 


5*. 6 


156.-6 




132.* • 


■ 12*. 6 


12*. 7 


101.* 


100.3 


102.6 ' 


227. \ 


— r 


210.7 


'201.8 


183.2 


1/91.3 


177.3 


181.8 


339. 5\ . 




, 308.* 


278.* . 


280.3. 


270.6 


290.6 


297.0 


H9.9 




'38*. 8 


355.0 


370,7 


385.5 


377.7 


393.5 


530.1 




518.5 


527.* 


***.7 


*72.7 


*91.1 


. 510.0 


513.0 " 




591.* 


601.2 


668.* 


• .70*.* 


73Q.3 


737.2 


^28.* 




505.0 


515.5 


558,3 


*89.0 


*97.8 


512.0 


569 .-5 




596.5 


593.5 


702.3 


860.1 


855.5 


85 J. 8 




673.* 


670.1 


762.5 


98».8 


1,P28.(| 


1,1*7.1 


605 ..3 




7*5.1 


'672.6 


.76*. 7 


789.0 


871.3 


807.3 




728.9 


93*. 8 


791.5 


733.0 


8**.0 


78*. 9 



7 



^Excludes deaths of nonresidents of the United States. . 

^Includes all paces arid both sexes. , • . . • n 

^Age adjusted by the dlrtfct nfethod to the total population, of the tlnited States as enumerated in 19*0, using 1 1 age groups.. 

NOTE:- The ICDA revisions and code numbei's are Sixth Revi^n, Nos. 1*0-205, for 1950 and 1955; Seventh Revision, Nos. 1*0-205, for 
1%0 and 1*5} and Eighth Revision, Nos. l*0-209,»f or 1970-7% „ • * 

*•■'■" i.' ' 

SOURCES: National Center for Health Statistics: Vital Statistfcs of the United States^ V*. II, for data yeart 1950-1970 and^l 975,- 
'Washington. U.S. Government Printing Office; 'fof ,^ata yeac«-.1976-1977. Public Health Service, DHEW, Hyattsville, Md. Tb be 
published; Data computed by the Division of Analysis from data compiled by the Division of Vital Statmics; U-S. Bureau qf tl^e CensUs: 
Population estimates and' projections. Current Population Reports. Series P-25, Nos. 310, 519, 6*3, and 721. Wash ngton. U.S. 
' GoVerpment Printing Office, 3une.l965, Apr. 197*, Jan. 1977, and Apr. 1978; 1950 Nonwhite Population by Race, Special report P-E 
^No.^3B; General population characteristics. United States summary, .1960 and 1970. U.S. Cen sus of Population. Final reports PCU)-1B 
and' PC(1)-B1, Washington. U.S* Government Printing Office, 1951, 1961, and 1972. 



Tftbie 18. Death rates nue to cancer of the respiratory system, according tomce, sex, and age: United States, 



selected year^ 1950-77 , 

(Data are based on the national vital registration system) 



Year 



Race, sex, and ^ge 



1950 



1955 



1960 



1965 



1 ~ 

Total2 

All ages, age adju5ted3- 
All ages, crude — 

Under 25 years ^ 

25-3^^ years ^ 

3yLt^ii> years — r- 

^^5-5^^ years — r 

55-6*^ years ^ — 

65 years and over 

65-7'f yeal-s 

75-8^^ years ™ 

85 years and over 



' White male 

All ages, age adjusted^ 

Ail ages, crude — — 

Under 25 years — — 

25-3^^ years — 

35-^^^^ years 

k5-5k years — -■ 

55-6<^ years i*- 

65 years and over ^ 

65-7^ years 

75-8^^ years i--.-— 

85 years and over — — 



0.2 
1.2 
7.9 
39.1 
95.9 
116.1 
119.5 
109.1 
102.8 



Numljer of deaths per 100,000 resident population 



O.i! 

. 1.* 

8.9 

f25.3 
16<>.<> 
172il 
155.2 
105.1 




0.1 
\A 
J2.9 
60.7 
169.7 
270.8 
282.5 
259.2 
181.5 



0. 1 

1. 'f 
15.* 
67.6 

199.3 

3*1:7 

3H.8 
360.7 
221.8 



0.1 
1.3 
13.* 
73.0 
206.3 
398.0 
385.2 
*52.0 
298.2 



0.1 
1.0 
13.* 
72. 
209. 
*11. 
391. 
*77.5 
329,6 



19701 . I975I 19761 I977» 



12.8 
l*.l ^ 


16.0 
18.6 


19.2 
22.2 


23.0 
26.9 


28.* 
^*.2 


32.5 
*0.7 


33.5 
*2.5 


3*. 3 
**.0 


0.2 


0.1 


0.1. 


0.1 


0.1 


0.1 


0.1 


0.1 


0.9 


1.0 


1.1 


1.0 ' 


1.0 


0.9 


0.9 


1.0 


5.1 


5.9 


7.3 


9.3 \ 


11.6 


11.0 


10.7 


10.6 


22.'9 


27.* . 


32.0 


38.* ^ 


*6.2 


52.3 


53.* 


55.1 


55.2 


68.5 


81.5 


93.5 


116.2 


131.9 


135.6 


137.3 


69.0 


90.2/ 


111.0 


136.1 


170.1 


202.2 


211.* 


218.9 


69.3 


92.9 


117.2 


1*2.9 


17*. 6 


' 205.3 


•212.5 


. 2ia.2> 


69.3 


■ 


102.9 


129.2 


175.1 


212.* 


226,.2 


237.3 


6*.0 


65. 8 J 


, 79.1 


97.1 . 


113.5 


1*2.8 


152.5 


156.3 


















21.6 


28.5 


3*. 6 


' *1.5 


*9.9 


5*. 6 


55.6 


56.* 


2*.l 


32.5 


39.6 


*7.5 


58.3 


65.8 


67.9 


69.6 



0.1 
1.2 
12.* 
7*.0 
208.5 
*23.3 
399.8 
501.1 
3*0.1 



WhitflMemale 

All ages, age adjusted^ 

Ail ages, crude —'■ ■ — — 

Under 25 years •4- 

25-3* years — — — — 

35-** years — 

*5-5* years — 

55-6* years , -r— 

65 years and over — — 

65-7* years --. r 

75-8* years- 

85 years%id over — 

See footnotes at end of table. 



*/6 
5.*' 

0.1 
0.5 
2.2 
6.5 
15.5 
31.6 
27 .'2 
*0.0 
*3.9 



• *.6 
5.7 

0.1 
-. 0.6 
\ 2.6 
6.8 
1*.8 
3f.2 
, 26.7 
39.1 
*2.7 



5.1 
6.*. 

0.1 
0.6 
3.* 
9.8 
16.7 
30.6 
26.5 
36.5 
*5.2 



6.8 
8.6 

0.1 
0.6 
*.5 
1*.8 
23.* 
36.7 
33.1 
*1.1" 
51.2 



10.1 
13.1 

0.1 
0.6 
6.0 
22.1 
39.3 
50.0 
W.* 
56.8 
57.* 



13.8 
18.8 

0.0 
0.5 
7.1 
27.7 
58.9 
69.6 
68.1 
71.3 
73.1 



1*.8 
20.5 

. 0.1 
0.7 
6.7 
29.1 
63.0 
77.3 

79.* 
76.* 



15.6 
21.7 

0.1 
0.6 

7;i 

30.8 
65.3 
81.5 
80.9 
83.6 
78.8 



■1 



T 



er|c ■ 



124 



109 



Table 18. Death rates due to cancer of the respiratory Vstem, according to race, sex, and ilge: United States, 

. selected years 1950-77— Continued * " 

(Data are based on <he national vitjBd registration systeni) 



Year 



Race, sex, and age 



All other male 

AH ages,^a^ adjusted^ — 
All ages, crude r- 

Under 23 years — 

25-3'* years — — 

years 

years 

55-6^ years — 

65 years and over 

65-74 years — 

75-8*^ years • 

8^ year* and over 



■ 


... 


1960 


1942 


19701 


I975I 


19761 


I977I 


• 


Number of deattis per 100,000 resident population 


i 


* 


17.0 


2'>.0 


35.6 


t»2.6 


56.3 


66.8 


68.2 


' 71.4 


1*.5 


20.6 


3Q.5 


36.0 


'>7.6 


56.7 . 


58.3 


61.5 


0.2 


0.1 


0.1 


o;2 


0.1 


0.1 


0.1 


0.2 


. 2.1 


2.2 


2.5 


1.7 


2A 


1.6 * 


1.5 


2.1 


9.3 \ 


«.9 


19.8 " 


2'*. 5 


29.3 


27.3 


23.8 


24.6 




• 56.3 . 


70. 


8'*. 7 


113.1 


122.9 


129.0 


131.2 


79.1 


108 .'0 


..15'>.2 


171.0 


231.5 


. 290.0 


293 A 


305.0 


. 60.7 . 


93.? 


170.2 


•'219.6 


285.3 


358.'* 


369.1 


397.3 


67.6 


100.6 


183.'* 


2<>0.2 


301.2 


378.2 


38^*. 3 


408. <» 


••• Hi. 5" • 


83.2 


IIHA 


177.8 


278.7 


3'>6.9 


372.2 


1412.0 


10.5 


<>5.8 


11<>.8 


l'»7.1 


158.8 


218.8 


223.5 


252.8 



Black male: 



All ages, age adjusted^ 16.9 

All ages, crude — 14.3 

Under 25 years * 0.2 

25fJ4 years - 2.1 

35-^4 years—- - 9.4 — 

45-54 years ^^'^ i 

55-64 years ~ 78.8 

65 years and over 58.9 — 

65-74 yeys • 65.2 

75-84 years ~ \ . 1^2.^ 

85 years and over — f 

W AH other female \ 

All Jges, age adjusted^ 4.1 5.2 

All ^65, crude 3.4 4.5 

Under 25 years .0.1 , 0.1 

.25-34 years ^— 1.1 0.7 

"^5-44 years — 2.6 3.3 

45-54 years 8.7 10.9 

55^64 years 15.5 19*6 

65 years and over 18.3 ■ *25.0 

65-74 years 17.8 25.2 

75-84 years 19.6 25.0 

85 years and over 19.2 23.5 



36.6. 


44.7 


60.8 


72.5 


73.8 


78.3 


31.1 


.37.6 


51.2 


61.8 


63.3 


67.8 


0.1 


0.2 


0.2 


0.1 


0.1 


0.2 


2.6 


1.8 . 


2.9 


, 1.6 


1.5 


2.3 


20.7 


26.1 


32.6 


30.7 


' 26.7 


27.6 


75.0 


90.4 


123.5 


136.9 


142.6 


147.5 


161.8 


182. 7v' 


250.3 


313.2 


319.4 


331.9 


166.4 


224.0 


302.9 


383.3 


394.0 


430.4 


i84.6 


248.1 


322. 2» 


404.7 


408.8 


435.9 


126.3 


172.6 


290.6 


370.7 


401.5 


469.6 


110.3 


140.0 . 


154.4 


220.8 


226.8 


255.0 



5.6 


7.1 


10.4 


13.4 


yto3 


15.7 


4.9 


6.3 


9.5 


12.5 




14.7 


0.1 


0.1 


0.0 


0.0 


0.0 


. 0.1 


' 0.7 


' 0.9 


0.5 


• 0.7 


, 0.8 


0.9 


3.5 


6.1 


9.4 


8.4 


8.3 


10.5 


12.5 


16.7 


23.3 


30.7 


34.4 


36.4 


20.2 


25.8 


35.3 


52.3 


54.7 


63.3 


27.2 


29.3 


49.0 


62.6 


66.0 


66.9 


22.5 


29.5 


47.7 


62.9 


65.8 


70.1 


35.8 


27.7 


53.2 


64.4 


70.1 


65.6 


44.7 


•34.7 


45.8 


55.5 


56.2. 


50.8 



See footnotes at end of table. 



Table 18* Death rates due to cancer of the respirator^ system, According to race^^^ex, and age: United States, 



selected years 1950-77— Cpntinued 

(Dfita are based on the national vital registration system) 



( 

kace, sex, and age 



Black female: 

All ages, age adjusted^ 

An ages, crude -— -"" — 

Under 25 years — 

25-30 years 

35-** years- 

'45-5* years — 

55-6* years -r— — -r^-*-- 

65 years and over f-- 

65-7<t years 

75-8* years \ 

85 years and over — j 



1950 



*.l 
3.* 

0.1 
1.2 
2.7 
8.8 
15.3 
17.2 
16.* 

19.2 



Year 



1955 



1960 



1965 



1970l 



1975' 



1976^ I977I 



Number offdeaths per 100,000 re$ident population 



\ 



5.5 
*,9 

0.1 
0.8 
3.* 
12.8 
20.7 
25.3 
20.7 
33.1 
**.7 



7.1 
•6.3 

0.1 
0.9 
6.3 
17.6 
26.0 
27.3 
28.2 
2*. 5 
30.* 



^ 10.9 
10. 1- 

0.1 
0.5 
10.5 
25 .,3 
36.* 
50.0 
*9.3 
52.6 
*7.6 



1*.2 
13.* 

0.0 
0.7 
9.5 
33.6 
55.0 
63.2 
,,63.7 
^5.5 
53.5 



15.2 
1*.5 

' 0.0 
0.8 
9. J 
38.* 
57.9 
66.6 
66.3 
73.9 
*9.5 



16,7 
15.8 

0.0 
1.1 
11.8 
*1.0 
66^0 
67.1 
71.3 
65.6 
*5.* 



^Excludes deaths of nonresidents of the United States. ^ ' ■ 
^Includes all races and both sexes. 

^Age adjusted by the direct method to the total population of the United States as enumerated in 19*0, using 11 age groups. 



NOTE: ;Pf»eICDAr€ 



revisions and code numbers are Sixth Revision, Nos. 160-16*, for 1950. and 1955; Seventh Revision, Nos. 160-16*, for 
1%0 and l%5j and Eighth Revision, Nos.>60-163, for 1970-77. ^ , 

< ■ ' . 

SOURCES: National Center for Health Statistids; Vital Statistics of the United States , Vol. II, for data years 1950-1970 and 1975, 
Washington. U.S. Government Printing Office; for data years ,1976-1977, Public Health Service, DHEW, Hyattsville, Md. To be 
published; Data computed by the Division of Analysis from data compiled by the Division of V^tal Statistics; U.S. Bureau of the Census: 
Population estimates and projections. Current Population Reports . Series P-25, Nos. 310, 519, 6^3, and 721. Washington. U.S. 
Government Printing Office, June 1965. Apr. 197^, 3an. 1977, "and Ajpr^ 1978; 1950 Non white Population by Race , Special report P-E 
No. 38; General population characteristics, Unitpd States summary, 1960 and 1970, U.S. Census of Population . Final reports PC(1)-1B^ 
and PC(1)-B1, Washington.. U.S. Government Printing Office, 1951, 1961, and 1972. 



Table 19, Infinls weighingfLsOO grams or M at blrtln according lo color or racfe, geographic division, and State: 
' tSlteil States, average annual 1965-67, 1970^72, and 197^^ 

(Data are based on the national vital registration system) 



Geographic division 
and State 



Total 



1^65- 



67 



1970-72 



1975-77 



White) 



All 
other^ 



Total 



White 



Black 



Total 



White 



Black 



United States — 

A r 

^ New England — 

Maine — — 

New Hampshire * 

Vermont 

Massachusetts 

Rhode Island "-y- 

Connecticut 1^- 

Middle Atlantic^ 



8.3 



Inf an tst weighing 2,500 graTms or less at birth per 100 total Uve births 
7.2 13.7 7/8 6.6 13.6 7.2 6.1 



13.3 



7.9 

7A 
7.6 
7.8 
7.8 
' 8.3 

8.6 



, New York .9.0 

New Jersey — ^ 8.^* 

Pennsylvania— S.l 

East North Central — 7.8 

Ohio 7.9 

Indiana 7.6 

Illinois 8.^7 

Michigan 7.9 

Wisconsin 6 . 9 

West North Central - 6.9 

M innesota 6 . 3 

Iowa ' 6.2 

Missouri — : 7.-9 

North Dakota 6.^^ 

South Dakota — — . ^6.3 

Nebraska — 6 . 8 

Kansas— • 7.0 

South Atlantic- — — ■ 9.4 

Delaware : 9.0 

Maryland —r 9.2 

District 6f Columbia 13 . 0 

Virginia 8.9 

West Virginia 8.4 

North Carolina . 9.4 

South Carolina ^^9.7 

Georgia 9.6 

Florida—-— 9.2 

East South Central — 9.0 

Kentucky — 8-3 

t Tenness^ ^ 9 . 1 

Alabama — 9.0 

Mississippi — 9.7 

See footnotes at end of table. 



7.6 

7 A 
. 7.3. 
7.8 
7.5 
7.9 
7.7 

7 A 

7.7 
7.1 
7.0 

6.9 

7.1 
6.9 - 
6.8 . 
6.9 
6.5 

6. '» 

6.2 

6.1- 

6*6 

6.4 

6.1 

6.5 

6.6 

-7.5 

7.3 
7.5 
7.1* 
7 A 
8.2 
7.7 
7.6 
7.3 
7.5 • 

7. H 

7.7 
7.5 
7.1 
6.8 



I'*. 2 

13.2 

* 9.3 

* 2.7 
13.3 
I'*. 7 
15.1 

15.5 

15.2. 
15.0 
16.6 

15.0 

14.6 
13.5 

13.1 

9.7 
13.3 
14.7 
7.0 
7.4 
12.8 
12.9 

13.7 

15.7 
15.1 
14.5 
13.4 
13.7 

* 13.3 
12.7 
13.7 
13.7- 

13.0 

14.2 
14.9 
12.4 
12.3 

J" . 



7.2 

6.8 
6.8 
>.l 
7.2 
7.3 
7.6 

8.2 

8.4 
8..1 
7.7 

7.5 

7.5 
6.9 
8.0 
7.8 
6.4 

6.6 

6.1 
6.1 
7.5 
5.7 
6.0 
6.6 
6.8 

8.7 

8.3 ' 
8.1 
12.6 
8.3 
7.8 
8.9 
9.1 
9.1 
8.4 

8.5 

7.8 
8.3 
8.7 
9.3 



137 



6.8 

6.7 
"6.7 
• 7.0 
6.8 
6.7 
6.8 

6.9 

7.2 
6.7 
6.7 

6.4 

6.6 
6.4 
6.4' 
6.5 
6.1 

6.1 

•5.9 
5.9 
6.4 
5.7 
5.9 
6.3 
6.3 

6.9 

6.4 
6.5 
7.1 
6.8 
7.5 
7.0 
-6.8 
7.0 
6.8 

6.9, 

7.2 
6.9 
6.7 
6.6 



14.1 

* 9.3 
*10.0 
*14.5 

13.6 
17.2 
vl4.3 

14.4 

14.2 
14.6 
14.8 

13.9 

13.8 
12.1 
14.2 

• 14.4 
12.5 

13.3 



12.5 
12.9 
13.5 
10.1 
9.4 
12.8 
12.7 



13.5 

15.5 
13t4 
13.5 
13.6 
13.2 
13.9 
12.9 
13.5 
13.1 

12.8 

13.4 
13.6 
12.7 
12.4 



6.6 

5.7 
6.2 
6.5 
6.5 
6.8 
7.0 

7.7 

8iO 
.7.6 
7.2 

7.0 

7.0 
, 6.5 
7.6 
7.4 
5.8 

6.1 

5.4 
.5.6 
7.1 
5.2 
5.5 
5.8, 
6.5 

8.2 

7.9 
7.9 
12.6 
7.5 
7.1 
8.3 
9.0 
8.7 
7.9 

• 8.0 

7.2. 
7.9 
8.2 
9.1 



ERIC 



112. 



6.2 

5.7 
6.2 
6.. 5 
6.2 



6.2 

6.4 

6.6 
6.2 
6.2 

5.9 

6.1 
5.8 
5.9 
6.1 
5.3 

5.6 

5.2 
5.5 
5.9 
5.0 
5.3 
5.5 
5.9 

6.3 

6.2 
5.9 
6.6 
6.1 
7.0 
6.3 
6.3 
6.4 
6.3 

6.4 

6.6 
6.5 
6.2 
6.3 



12.3 

* 6.7 

* 7.7 
»12.5 

11.1 
13.2 
13.7 

13.4 

13.2 
13.6 
13.9 

13.4 

13.2 
11.9 
13.8 
13.7 
- 12.6 

13.2 

12.0 
10.8 
13.7 
11.8 

* 8.7 
11.9 
13.4 

l2.9 

13.8 
13.2 
13.8 
12.4 
10.8 
12.9 
. 13.0 
12.9 
12.7 

12.3 

12.6 
12.9 
11.9* 
K."3 



l_ 



Table 19. Infants weighing 2,500 grams or less at birth, according to color or raceT geographic division^ and State: 
United States, average atinual 1965-67, 1970-72, and 1975-7>-Continued % 



(Data are based on the national vital registration system) 



Geographic division 
and State 



Weft South Central 

Arkan|Ls • 

Louisiana 

Oklahoma 

Texas 

Mountain 

Montana 

Idaho — — 

Wyoming 

Colorado 

New Mexico 

# Arizona 

Utah 

Nevada — — 

Pacific 

Washington 

Orfegon 

California 

Alaska 

Hawaii > — 



1965-67 



1970^72 



[975-77 



Total 


White 


All 
other ^ 


Total ^ 


' White 


Black ■ 


" - Total ^ 


White 


DiaCK 


• 


Infants weighing 2,500 grams,or less at birth per lOO'total live births 




8.7 


7.3 


13,. 8 


8.2 


6.8 


13.6 . 


7.8 






8.8 


7A 


12.1 


s7.9 


6.6 


12.0 


8.0 




\ 0 1 


10.1 


7.1 


14.6 


N.3 


6.7 


13.6 


8.9 


6.3 


1 Z . o 


7.7 


7.0 


11.4 


7.7 


7.0 


14.9 


7.6 


6.8 


13.3 


- 




14.0 


8.0 . 


6.9 


13.9 


7.5 


6.5 


13.i 


8.8 


8.5 


11. r 


7.9 


7.7 > 


14.3 


- 7.1 


6.9 


13.3 


8.0 


8.0 


8.5 


7.5 


7.5 


14.9 


6*7 


6.5 


# 1 n f\ 


7.2 


7.2 


10.0 


6.5., 


6.5 


* 5.7 


5.7 


5.7 


# ^ Q 


9.2 


. 9.0 


12.9 


. 9.1 ' 


*.9 . 




8.7 


8.5 


Id . 4 


10.4 


10.1 


15.8 


9.4 


9.1 


15.2 


8.7 




14.6 


10.1 


10.0 


J1,0 


9.2 


9.2 


15.4 


8.4 


8.5 


12.5 


7.8 


7 A 


9.9 


7.0 


6.8 


11.9 


"6.4 


6.2 


11.7 


7.1 


7.0 


10.6 


6.4 


6.3 


10.8 


5.4 


5.^ . 


15.1 


9.5 


8.9 


13.0 


9.1 . 


8.1 


16.8 


7.5 


6.7 


13.8. 


7.1* 


6.7 


11.3 


6.6 


6.0. 


12.3 


6.1 


5 A 


11.5 


6.& 


6.5 


10.9 


6.4 


6.1 


12.6 


5*6 


5.3 


9.8 


6.3 


6.1 


10.8 


5.9 


5.7 


14.0 




5.3 


11.6 


7.5 


6.8 


12.0 


6.7 


6.0 


12.2 


6.1 


. 5.5 


11.6 


7.r 


6.3 


8.7 


6.3 


•6.0 


10.3 




,5.0 


9.1 


■9.0 


7.5 


9.6 


8.1 


6.4 


1.1.6 


7.6 " 




9.3 



Data by birth weight for the black population not available for these years. In the Middle Atlantic, East f^orth Central, South 
Atlantic, East South Central, and West South Central divisions, more than 95 percent .of the births in the ^11 other" color category 
were black. However, in the Mountain and Pacific, States most* of the births in the "all other" color categot-y were not black. Overall, 
91 percent of the births in the "all other" color category were black for the 3-year period. Based on more, recent data^ infants other 
than black of the "all other" color category have a much lower low-birth-weight ratio than black infants. In fact, this other group's 
ratio is similar >to the white ratio. Therefore, combining the black and other groups distorts the picture, making a trend ^difficult to 



interpret. 

^Includes all other races not shown separately. 



SOURCE: National. Center for Health Statistics: Computed by.thp Division of Analysis from data compiled by .the Division of Vital 
Statistics. 4!i 



Table 20. Live births, according tor month of pregnancy prenatal care began and race: United States, 

reporting areas, 1970-77 

(Data are based on the national vital registration system) ., 



Month oi pregnancy pretiatal care began 



Race and year 



All 
live 
births 



1st or 
,2nd 
month 



3rd 
month 



<»th 
month 



5th 
month 



6th 7th 8th 
month month . ) month 



Total 



Percent distribution 



1970 — 

1971 — 

1972 — 

1973 — 
197'* — 

1975 — 

1976 — 

1977 — 



100.0 
lOOvO 
100.0 
100.0 
100. Q 
100.0 
100.0 
190.0 



<H.2 

<»3.8 
itit.9 
(»5.5 
'»6.7 
it7.k . 



26.7 
27.2 
27.0 
27.0 
27.2 
26.8 
26.7 
26.6 



12.1 
12.2 
12.0 
11.6 

n.k 

11. f 
11.0 
10.9 



7.3 
7.2 
7.1 
6.8 

e.k 

6.3 
6.1 
6.0 



(>.8 
f.7 
It. 5 
it.2 
3.9 
3.9 
3.7 
3.5 



3.it 
3.1 
3.0 
2.8 
2.6 
2.6 
2.H 
2.3 



White 



1970 

1971 

1972 — 

1^73 , 

.197<» 

1975 

1976 

1977 ^ 

' ' Black 

.I5i70 - 

1971 . 

1972 — -'— 

1973 -C. 1.. 

197<» .^i 

'1975 

1976 

1977 



i, 100.0 


ff.5 


27.9— 


11.3 • 


6.2 


3.9 


2.7 


m-.o 




28.3 


11.3 


6.1 


3.8 


2.6 


lOO.O 


1*5.7 


27.9 


11.1 


.6.0 


3.7 


2.k 


100.0 




27.8 


10.6 


^5.7 


3.ii 


2.3 


100.0 


ki.O 


27.9 


10. <» ' 




1.2 


2.2 


100.0 


(>8.5 


27.'* 


10.5 


5.'» 


3.2 . 


2.2 


100.0 


W.6 = 


27.2 


10.1 


5.2 


3.1 


2.0 


100.0 


50.2 


27.1 . 


10.0 


5.1 


2.9 


1.9 



100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 



23.7 
2(>.8 
26.1* 
28.2 
304 
31.6 
33.2 
3'».'» 



20.6 
21.8 
22.6 
23.2 
23.8 
2'».2 
2'*. 5 
2<f.6 



16.2 
16.5 
16.7 
U.3 
16.1 
16.0 
15.7 
15.3 



13.1 
13.0 
12.5 
11.9 
11.3 
10.8 
10.3 
10.0 



9.8 
9.2 
8.5 
7.9 
7.3 
6.9 
6.<> 
6.1 



6.9 
6.1 
5.5 
5.0 
1^.7 

3.9 
3.8 



2.0 
1.8 
1.7 
1.7 
1.6 
1.5 

i:<» 

1,3 



1.6 

1.5 

l.f 

l.f 

1.3 

1.3. 

1.2 

1.1 



3.8 
3.3 
3.0 
2.8 
2.6 
2.k 
2.2 
2.2 



No 
prenatal 
9th caire 
month 



*0.8 
0.7 
0.7 
0.7 
0.6 
0.6 
0.6 
0.5 



0.7- 
0.6 
0.6 
0.6 
0.5 
0.5 
0.5 
0.5 



1.5 
1.2 
1.1 
1.2 
1.1 
1.0 
0.9 
,0.8 



1.7 
1.6 
1.6 
1.5 
I. It 
1.3 
1.0 
1. 1* 



1.2 
1.1 
1.1 
1.1 
1.0 
1.0 
1.1 
1.1 



n.o 

3.6 
3.0 
3.0 
2.7 
2.9 
2.8 



^Includes all ot^er races not shown separately. 

NOTE- In 1970 and 1971, nlonth of pregnancy prenatal care began was reported by 39 States and the District of Columbia; in 1972, 
by 00 States and the District of Columbia; in 1973-75, by 02 States and the District.pf Columbia; in 1976 and 1977, by 00 States and 
the District of Columbia. Figures for 1970 and 1971 are based on a 50-percent sample of births; for 1972-76, they are based on 100 
percent of births in selected States and^wi a 50-percent sample of births in all other States., Percents are based only on records for 
which month of pregnancy prenatal care* began is stated. ' ^ " " . ' ^■ 

SOURCE: National Center for Health Statistics: Vital Statistics of the United States , Vol. 1, for da-ta years 1970- W75, Washington. 
U.S. Governmeiff Printing Office;' for data years 1976-1977, Public Health Service, DHEW, Hyattsville, Md. To be published.- 



Table 21. Immunization and infection stilus of ctiildren 1-4 years of age: United States, 1970-78 

(Data are based on household interviews of a sample of the civilian nonlnstitutlonalized population) 



History of— 



Population 
l-'f years 
in thousands 



Measles 



Rubella 



DTP^ 
vaccination 



J. Polio 
vaccination 



Mumps 
vs^cci- 







Infec- 


Vacci- 


Infec- 


Vacci- 


3 doses 


0 


3 doses 


0 


nation 




f 


tion 


nation 


tion 


nation 


or more 


doses 


or more 


doses 




. / 










/ 

Percent of population 








1970 


l'f,123 


8.1 


57.2 


l<f.<f 


37.2 


76.1 


7.0 


65.9 


10.8 




1971 


14,112 


8.7 


61^ 


13.9 


51.2 


78.7 


5.8 


67.3 


8.6 


(2) 


1972 


It, 905 


7 A 


62. '2 


12.3 


56.9 


75.6 


6.9 


62.9 


10.7 


(2) 


1973 




f 6.3 


61.2 


12.8 


55.6 


, 72.6 


6.2 


60. <f 


13.9 


3*. 7 


1970 


13,210 


-\ 5.1 


6^.5 


12.2 


59.8 


73.9 


5.2 


63.1 


11.7 


39.* 


1975, 


12,729 


* t.i 


65.5 


11.3 


61.9 


75.2 


It. 5 


6<f.8 


10.3 




1976-* 


12,276 


^.3 


65.9 


10. p 


61.7 


71.* 


3.7 


6K6 


9.5 


*8.3 


1977 


12,071 


3.8 


63.1 


10.0 


59.* 


69.5 


3.3 


60.1 


8.7 


*8.1 


1978 

f 


12,187 


' 3.3 


62.8 


7.8 


61.7 


68.0 


3.8 


61. <f 


7.9 


51.1 



^Diphthcria-tetanus-pertussis. . ' 

Mumps vaccination was first reported in 1973. 
^Beginning in 1976, the category "don't know" was added to response categories. Prior to 1976, the lack of the "don't know" option 
resulted In some forced positive answers which were particularly apparent for those vaccinations, which require multiple dose 
schedules, i.e., polio and DTP. 

l^OTEt The proportions of the population ever infected or vaccinated are not mutually exclusive. 

SOURCE: Center for Disease Control: United Stages Immunization Survey, .1978 . DKEW Pub. No. (CDC) 79-8221. Public Health 
Service. Atlanta, Ga., July 1979. 
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Tirtile 22« Selected notifiable disease rates, according^ disease: United States^ selected years 1950*77 

(Data are based on reporting by State health departments) 



Disease 



Year 



1950 1955 ^1960 1965 1970 1975 1976 1977 



Chickenpox — 

Diphtheria 

Hepatitis A — : 
Hepatitis B — 



Measles, (rubeola) « 

Mumps — 



Pertussis (whooping cough) — — — ^— 

Poliomyelitis, total ^ 

Paralytic — 

Rubella (German measles) 

Salmonellosis, excluding typhoid fever 
Shigellosis - 



Tuberculosis (newly reported active cases) • 



Venereal diseases (newly reported civilian cases): 
SyphHis2 



Primary aind secondary — 

Early latent ^""Ji"" 

Late and late latent — 

Congenital -« — 

Gonorrhea 

Chancroid 



Granuloma inguinale 

Lymphogranuloma venereum — 



Number of cases per 100,000 population 



3.83 



(1) (1) 



1.21 
19A5 



211>fll 337.88 
(1) 

79.82 



22.02 

(1) 
0), 
15. W 
80.30 



146.02 
16.73 
, 39.71 
76,22 
8.97 
192. W 
3.3'> 
1.19 
0.95 



38.21 
17.6'> 
8.43 
(1) 
3.32 
8.47 
.1^,60 

76^15 
4.02 
12.48 
53.83 
3.33 
146.96 
1.65 
0.30 



0.51 
23.15 

245.42 

(1)- 

8.23 
1.77 
1.40 
(1) 
3.85 
6.94 
30.83 



68.78 
-9.t36 
10.11 
45.91 
2.48 
145.33 
0.94 
0.17 



(1) 

0.08 
17.49 



135.33 
(1) 

3.51 
0.04 
0.03 
' (1) 
8.87 
5.70. 
25.33 





78.11 


96.06 


97.63 


0.21 


o.» 


0.06 


0.04 


27.87 


16.82 


15.51 


14.40 


4.08 ^ 


6.30 


7.14 


7.78 


23.23 


11.44 


h.l6 


26.51 


55.55 


27.99 


17.93 


10.02 


2.08 


0.82 


0.47 


1.02 


0.02 


0.00 


0.01 


0.01 


0.02 


6.00 


0.01 


0.01 


27.75 


7.81 


5.82 


9.43 


10.84 


10.61 


10.74 . 


12.87 


6.79 


7.78 


6.15 


7.42 


18.22 


15.95 


14.96 


13.93 



0.47 0.47 



58.81 
12.16 
9.10 
35.09 
1.86 
169.36 
0.51 
0.08 
0.46 



45.46 
10.94 

8.11 
25.05 

0.97 
298.52 

0.7.0 

0.06 



38.00 
12.09 
12.57 
12.81 
0.43 
472.91 
•0.33 



3^.69 
11.14 
11.91 
10.29 

0.29 
470.47 

0.29 



0.03 0.03 



30.10 
9.50 
9.94 

10.39 
0.22 
466.83 
0.21 
0.03 



0.30 0.17 0.17 0.16 



^Not reported nationally. - • . 

2lndudes stage of syphilis not stated. 

NOTE; Rates greater than 0 but less than 0.005 are shown as 0.00. The total resident po^Hilation was used to calculate all rates 
except venereal diseases, for which the civilian resident population was used. 

SOURCES: Center for Disease Control: Reported morbidity and mortality in the United States, 1978, Morbidity an^d Mortality Weekly 
Report 27(5'^). Public Health Service, Atlanta, Ga., Sept. 1979; National Center for Health Statistics: Data computed by the Division 
of Analysis from data compiled by the Center for Disease Control; Venereal Disease Control Division, Center for Disease Controh 
Selected data. * * . 



Tfl^ble 29« Self-assessment of health and limitation of activity, according to selected characteristics: 

United States, 1972 and 1977 ' 

(Data are based on household interviews Of a sample ol the civilian noninstltutionalized population) 



Characteristic 



Self -assessment 
of health as 
fair or poor 



Total 



With limitation of activity 



Limited but 
not in major 
activity 



Limited in< 
amount or 
kind of major 
activity 



Unable to 
carry on 
major activity 



1972 


1977 


1972 . 


1977 


1972 1977 


1972 


1977 


1972 


1977 










Percent of population 










11.6 


11.9 


' 12.6 


13.0 


3.1 3.0 


6.6 


6.5 


2.9 


3.4 


3.7 

8.1 . 
21.5 
31.0 


V 

it.2 . 

8.5 
22.0 
29:9 


't' 

3.0 
, 8.3 
21.1 
't3.2 


■ •3.t 
8.1 
23.1 
't3.0 


l.^* . 1.5 
3.1 2,8 

5.3 5.7 


i. 'n 

ii. 2 
12.1 
21.6 


\ ' 

HA 
12.3. 
20.1 


0.2 
1.0 
t.5 
16.3 


0.2 
1.2 
6.2 
17.2 



1.2,3 

Total 

'I Age 

Under 17 years 

years ^— 

't5-6't years 

65 years and over — 

^. Sexl 

Male -■- 

Female — ■ — 

Race^ 

White 

Black '■ 

Family incpmel-* 

Less thari $5,000 

$5,db0-$9,999 — 

$10,000-$l't,999 

^15,000-$2't,999 

$25,000 or more 

Geographic regiort^ 



11.0 
12.2 



10.7 
20. U 



11. t 
12.5 



10.9 
20.8 



13.8 
.-^1.5 




3 

15.7 



14.1 
12.0 



12.8 
15.9 



3.2 
2.9 



3.1 
2.5 



3.0 
3.0 



3.1 
2.k 



5.6 
7.H 



6.5 
8.2 



5.2 
7.6 



6. it 
7.9 



't.9 
1.3 



2.7 
* 5.0 



5.8 
1.5 



3.2 
* 5.6 



21. 9 


24.2 


19.5 


2^2 


3.7 


3.9 


10. 0 


11.3 


5.8 


* 7.1 


12.1 


16.1 


12.3 


15.8 


2.7 


3.0 


6.7 


7.8 


2.8 


* 4.9 


7.8 


10.9 


10. 0 


12.0 


2.9 


2.9 


5.2 


6.2 


* 1.9 


» 2.9 


6.3 


7.5, 


9.5 


10.0 . 


3.1 


2.9 


4.7 


4.8 


* 1.7 


* 2.3 


4.6 


5.2 


8.7 


8.8* 


3.2 


3.1 


4.3 


4.2 


* 2.3 


• * 1.5 





10.1 


10.8 


11.4 


12.0 


2.8 


2.8 


6.0 


6.1 


* 2.5 


# 


3.2 


North Central n 


10. d 


■ 10.5 


12.0 


12.3 


3.1 


2.9 


6.5 


6.5 


2.5 




2.9 


South 


• 15.0' 


15.0 


13.5 


14.0 


2.8 


2.8 


7.0 


7.0 


3.6 


# 


4.1 


West — — 


10.3 


10.0 


13.6 


13.5 


3.7 


3.8 


6.8 


6.3 


* 3.0 


# 


3.5 


Location of residence^ 


( 












* 










Within SMSA 


10.9 


10.9- 


12.1 


12.4 


3.1 


3.0 . 


6.3 


6i.2 


2.7 




3.2 


Outside SMSA 


12.1 


14.2 


13.3 


14.2 


2.9 


3.1 


7.1 


7.2 


3.3 




3.9 



1 . f 

^ Age adjusted by the direct method to the 1970 civilian noninstltutionalized population, using k age intervals. 
^ Includes all other races not shown separately. 
^ Includes unknown family income. 

^ Family income data have not been adjusted ioi inflation; therefore trend comparisons for the. same income category may be 
misleading* 

SOURCE: .Division of Health Intervi^ Statistics, National Center for Health Statistics: Data from the Health Interview Survey. 

■ ■ ^ ' ■ ■ ■ . . • ^. . ♦ ■ • . ' " ^ 



\ 



132 



117 



ERIC'. 



■ ■■■ ■ ■ . ■ ■ ■ •(• ■ ■ . . 

Table 24. Resfrieted^iictiyity and bed-disability days, according to selected characteristics: United States, 1972 and 1977 
(Data arc based on household interviews of a sample of the civilian rwninst^^ 

•I Restricted-acftivity days ^ Bed-disability days 

Characteristic * ^ • . ' . — 

1972 1977 1972 1977 

' . Number per person per year 

Total^'^'^— -— ^ ^ 16.5 17. f ' 6. it 6.8 

■■ : 

Age ' ' . % . ^ 

Under 17 years ■ 10.6 "11. 2i f.6 5.2 

17-^f4 years- — -.- ' n.f K^-Z* 5.3 . 5.^ 

OS-e* years —r 22.7 2*.* , 7.9_ 8.2 

65 years and 0V& 36.5 ^ ' 36.5 I'J.l 1'».5 

^ ■ Sexl ' ■. ' , . • . ' _ . 

Male ■ -— • 15.1 15.9 5.6 5.9 

Female—- 17.9 • 18.8 7.2 , 7.6 

■ . . ■ ^ ■ ' 

♦ Race^ ' " ■ , ' ^ 

White 16.2 ,17.1 %.2 6.6 

Black 21.2 21.6 8.8 8.9 

Family income * 

Less than $5,000 — 2*. 3 , ' 29.6 . 9.6 '. 11.9 

$5,000-$9,999 ^ 16.2 20.3 6.3 7.9 

$10,000-$1*,999 '- If. 3 15.8 5.7 6.1 

$15,0q0-$2'»,999 13.0 \ If.Q ' 5.2 5,3 

$25,000 or more—.,—- -V 11-2. 12.6 , ".3 *.9 

\ Geographic area ^ ' 

NortheastX . ' 15.'» \ 16.8 6.1 

North CentV- ^ 15.7 16.7 5.9 6.* 

^ South -\— 17.5 . \ 17.9 7.1 7.2 

West - -- 18.1 19.1 . 6.* . 6.8 

L<H;ation of residence ^ 

■ Within SMSA 16.5 ' it. 7 6.6 . ■ 6.9 

Outside SMSA 16.7 17.0 6.3 6.5 

1 Age adjusted by the dir^t method to the 1970 Lilian noninstitutionalized population, using k age intervals. / 
„ 2 Includes all other races shown separately. 

3 Includes unknown family income. i 

4 Family income data have\K)t been adjusted for inflation; therefore trend comparisons for* the same income category may 
be misleading. 

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health interview 
Survey. 



Table Z5. Disability days associated with acute conditions an^ncldence of acute conditions, according to age: 

United States, 1969-77 

(Data are based on household interviews of a sample of the civilian noninsti'tutionalized population) 

\ Year ending 3une 30 " . ' 



Age 



1%9 * <1970 



1971 



1972 



1973. 



197'* 



l«i 



1976 1?77 



/ 



J^estricted-activity days 




^ ... 




Number per person 




0 




All aaps -oo— — — 


9.2' 




8.6 


9.3. 


9.2 


9.3 


9.7 


9.4 


9.4 


17-^^ years — v 

years 

65 years and over — ; — 


9.5 
8.6 
9.1 
10.2 


8.6 
8.0 
8.7 
9.8 


9.5 
8.0 
7.2 

10.3"^ 


9.'» 
' 8.^ 
► 9.3 
^ i0.*9 


9.3 \ 
8.9 \ 
8.6 \ 
10.8 


9.9 
8.9 

, 8.2 
\ 10.7 


9.4 
9.4 
9.8 
12.1 


9.7 
8.8 / 
9.1 
11.6 . 


10.0 
9.1 
8.6 
■ 10.1 


Bed-disabilrty days^ 




















All ages 




3.8 


3.8 


HA - 


4.0 


4.0 


4.2 


4.2 


4.2 


Under 17 years 

17'^^ years — 

65 years and over 


i^A 


3.5 
3.8 

it.O 


3.6 

3.1- 
H.O 


I*. 3 
3.9 
3.6 

. 


4.1 
4.0 
3.6 
4.3 


4.5 
3.8 
3.5 
4.1 


4.0 
4.2 

. 4.0 • 
5. .3 


4.6 
4.0 
3.8 
4.7 


. 4.8 
3.9 
3.7 
4.5 


Incidence of acute 
. conditions 








Number per 100 persons 








All ages^ 


205.7 


201* A 


' 209.8 


220.9 


^199.6 


^174.2 


^199.1 


218.4 


2:;22.6 


Under 17 years 

17-'^^ years — 

f^3'6f^ years — ^— 

65 years and over ^ 


284. 4 
199.6 
139.5 
100.6 


290.3 
193.2 
132.8 ■ 
103.0 


310.6 ' 
19'*. 2 
125.3 
105.6 


307.9 
215.1 

m.o 

109.2 


280.1 
196.0 
124.6 
98.1 


254.8 
,170.2 
98.3 
75.7 


282.^ 
194.7 
123.4 
91.3 


305.7 
215..3 
136.7 
105.5 


315.0 
216.1 
142.2 
"102.4 



^Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using ^ age intervals. 

^Included in restricted-activity days. i a ' 

The 197*^ estimates are artificially low because of modifications in the questionnaire design for the 1973 and 197'^^Mrve|s» Since the 

data are collected on a calendar year basis, the 1973 and 1975 estimates are also partially affected. ^ . 

♦> * * ■ 

» . ■ ■ ■ 

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey. 
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Table 26. CigariiUe smoking status of persons 2(f years of age and over, according to sex, race^ and age: 

United Slates, 1965; J976> and 1978 ^ 

(Data are based on household interviews ofr'a sample of the civilian noninstitutionalized population) » 



Smoking status ^ 



Sex, race, and age 



1978 
Population' 
in 

thousands 



Current smoker 2 



Formed' smokfr 



1965 



1976 



1978-^ 



1965 



,»1976 



1978- 



• ^ <» z , 

. 1 MALE 
: Total^ 

* ■ 

All ages, 20 years and over — — 

20- 2a years 

25- 3a yters — — ^ -J-^ 

years 

^5-6^ years 

65 years and over^ r— 

White 

Ail .ages, 20 years and over — i 

20- 2a years — 

25-3a years 

35-aa years , 

a5-6a years 

65 years and over 

black 

All ages, 20 years and over — 

20-2a years ^-w— — r 

25-3a years r 

35-aa years 

a5-6a years — .-^ — ; 

65 years and over — — -^^ — 

FEMALE 
Total^ 

All ages, 20 years and over 

20-2a years • — 

25-3a years 

35-aa years -r — — 

a5-6a years 

65 years and over 

White 

All age?, 20 years and over -j 

20-2a years — -^-^ — 

25-3a years — — « 

35-aa years — 

a5-6a years — — — — - 

65 years atfid ovef — — ™- — 

3ee footnotes at end of table. 
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' 9,882 
17,095 
12,3i« 
22,846 
13,475 

) 



41.9 
43,7 
43.7 
32.0 
9.6 



{ , i^rcent of persons * 



67,136 


52.4 


41.9 


38,5 


20.5 


28.9 


29.7 


9,246 
16,139 
11,689 
20,616 

9,445 


59.2 
60.7 - 
58.2 
51.9 " 
28.5 


45.9" 

48.5 

47.6 

*h3 

23,0 


38.6 
42.5 
42.6 
40.1 
23.0 


9.0 
14.7 
■'20.6 
■ 24.1 
28.1^ 


12.2 
18.3 
27.3 
37.1 
44.4 . 


12.7 
21.4 

28.2 ■ ' 

37.1 

46.6 


59,619 


• .51.5 


41.2 


1 

37.7 


. V 
21.4 


30.0 


30.8 


8,036 
14,233 
10,256 
18,585 
- 8,508 


58.1 
60.1 

57.3 ' 

51.3 

27.7 


45.3 
47.7 
46.8 
40.6 
22.8 


38.2 
41.5 
41.5 
/39.5 
22.8 


l5.5 
• 21.5 
25.1 
28.7 


13.3 
18.9 
28.9 
38.1 
45.6 


12.8 
22.0 
29.6 
38.2 
47.7 


5,484 


60.8 


50.5 


45.9 


12.1 ' 


19.3 


21.0 


859 
1,347 

927 
1,585 

766 

* 


,.67.4 
68.4 
67.3 
'57.9 
36.4 


52.8 
59.4 
58.8 
49.7 
26.4 


41.0 
50.0 • 
, 53.6 
48.9 
28.9 

r 


3.8 

6.7 
12.3 
15.3 
21.5 

\-. 
, ■* 


4.1 
11.8 
13.8 , 
28.6 
. 33.0 


*11.4 
13.4 
22.4 , 
28.7 

27^9^"/ 


75,627 


34.1 . 


32.0 


30.6 


8.2 




* 14.8 ; 



34.2 
37.5 
38.2 
34.8 
12,i 



33.0 
35.5 
36.8 
33.6 
11.9 



7.3 
9.9 
9.6 
8.6 
4.5 



10.4 
12.9 
15.8 
15.9 



9.7 1 
15.4 

15.0: 

16.3 

15..2i 



66,098 


34.2 


31.8 


30.8 


8.5 


14.4 


15.6 


. 8,241' 


41.9 


34.4 \ 


33.6 


8.0 


11.4 


9.^ 


14,677 


43.4 


37.1 


35.7 


10.3 


13.7 


16J7 


10,559 


43.9 


38.1 


3M 


^9 


17.0 


15^9 


20,401 


32\7 


34.7 


34.2 


8.8 


16.4- 


16;8 


12,220 


9.? 


13.2 


12.4 


. 4.5 


11.5 


15.6 


i 
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Table 26. Cigarette snio((iiiK status of persons 20 years of age and over« according to sex^ race,. and age: 

'. /^^nrted States, 1965, 1976, and (978— 



(Data are based'<^ hou^tiold Interviews of a aampl^f thepv'ilian noriinstitutionalize(l popula 



tion) 



Smoking status 



SeX| race, akd age 



197.8 / 
I Population 

trtousands 



urrenf smoker 2 



■ 1965 



197(S 



1978' 



/ 



Former smoker 
1965 1976 ^ 



1978 




Black 



Percent of persons^ 



^ ^ All ag^ 20 years andj^er 

20-2* years.- — 

23-3'^ year?*— — — 

33-4^^ years — 

ky^iM years — — 

63 years and over — — ^ 



7,';^8'> 

u,9or 

1,36^ 
2,008,, 
1,046 . 





3i.l 


31.9 


.6.0 




3'>.9 


28.8 


2.5 


M7.% 


«.5 


W.8 


6,7 


^2.8 


'H.3 




7.0 


25.7 


, 38.1 


31.0 


6.6 


7.1 


9.2 


. » 7.2 


'>.5 



9.9 

5.0 
8.9 
9.6 
11.9 
13.3 



9.6 

* 9.2 

♦ 5.6' 
10.3 
12.9 

♦10.3 



'^Includes persons with'unl<nown present smokihg status, t , . 
I A current srpoker is a person Whio has smoked at least lOOcigarVttes and who now smokes. 
^ Based on last 6 months of 1978. ' . i " 

g.Base of percent excludes persons with unknown present^smoking status. 
Includes all otKer races not shown separately.* » 



^ .SOURCE: Division of Health Interview Statistic^ N&tional Center for Health Statistics: Data from theAiealth Interview Survey. 
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. Table 27. Cigarettes smoked per day by persons 20 years of age arid over, according to,sex, race, and age: 
^ United States, 1965, 1976, and 1978 ' 

(Data are based on household ioterviews of^a sanQple of tbe civilian noninstitutionalized population) 

. . " - ■ : , : ^ 1 : : 



Sex, race ,t and age 



1978 
Qurrent 
smokers^ 
in 

thousands 



Cigarettes smoked per day 



Less than 13 



13-2^* 



25 or more 



1%3 



1978^ 'l963 1976 1978^ 1963 1976 1978^ 



N MALE , 

4 

Totar 

All ages, 20 years and over^ 

.20jr2'f years 

23-3^^ years 

33-'f'f years *- 

'f3-6'f years — — 

6r5 years and over - — — 

* White 

All ages, 20 year;5 and over — 

20-2'f years ; 

23-3^^ y^ars 

i3-'f'f years — 

'f3-6'f years — — 

63 years and over 

Black 

All ages, 20 years and over — 

20-2'f years — - 

23-3^^ ye4cs — 

33-'f'f years — — 

'f3-6'f years — 

63 years and over r — ^ — : — 



23,698 



3,3'f9 
6,826 
^^,^38 
8,223 
2,161 



22,372 

3,036* 
3,873 
^^,219 
7,295 
1,929. 



2,506 

352 
67^^ 
^^97 
.762 
221 



Percent Sf current smokers'^ 
28.3 ^'^.2 22r3 'f6.3 ^k.^ ^2.3 25A 31.0 35.3 



3'f.9 
23.7 
,23.7 
26.7 
^^7.1 



32.3 
22.8 
21.3 
2k. e 



32.7 
^^7.8 
^^2.5 
^^6*9 
6'f.9 



31.6 
' 23.3 
19.6 
18.3 
39.1 



23.9 21. .'f 



27.3 
22.1 
17.2 
16.2 
37.3 



'f8.1 ^^3.8 



3$. 9 
^^6.0 
38.3 
33.9 
33.0 



29.3 'f9.7 'f9.9 
23.3 - OO.O^ 'f3.8 
16.1 kk^.^ ^ki^2 
7 18.3€t k3.1^ kk.\ 
i 36.0 39yO k2.7 



18.3 

26:2 
18.3 
12.3 
l'f.8 
33.9 



'f9.3 

36.0 
I 55A 
37.8 
^^8.3 
^9.3 



'f6.8 H.9 



50.8 
31.1 

k5A 
kO.3 



«f2.6^ 

^^1.9 
^^1.7 
k3.3 
k3.7 
31.9 



32.8 
'f6.3 
kOA 
k3.3 
k2.2 



k9.0 


i5A 


18.3 


21.7 


k5.0 


2k.3 


28.7 


31.7 


38.9^v 


31.3 


39.2 


'f3.0 


39.2 


28.0 


37 A 




fl.7 


.13.8 


18.2 


22. <f 



^3.1 

30.0 
'f7.0 
39.2 
39.0 
kk.2 



27 A 

16.9 
26.1 
33.9 
30.0 
13.1 



33^ 

k2.3 
kOA 
20A 



3ZA 

23.8 
3'f.7 
«*8.3 
ke.2 
21.8 





36.5 


9.3 


11,3 


ik.i 


3k.2 


36 .-1 


* 3.3 


^ 8.9 


* 8.0 


k3.5 


31.2 


10.3 


10.3 


*13.3 




kk:5 


12.0 


16.7 


*17.7 


30.8 


kO.2 


9A 


.13.3 ^ 


^^lA 


^^7.0 


*22.6^ 


3.2 




*28.1 



FEMALE " 
' Total'* 
All dges,- 20 years and over 

20-2'f years 

23-3'f years — ' 

i5-kk years r- 

'f3-6'f y^ars 

63 years and over — ♦ 

White 

All ages, 20 yea^s and over 

.20-2'f years 

23-3'f years I 'f- 

35Ak years 

<^3-6'f yea(;s 

63 years and over r — 

' See^ footnotes at end of table. 



ERiC 



23 1 063 


^^3.6 


36 .-3 


33 a* 




(^3.8 


^3.1' 


If. 2 


19.6 


21.8 


u 3,252 


kZA 


k3TV . 


* 39.8 


'\ 

k\.3. 


A2A 


'fl.9" 


9.7 


U.5 


18.3 


'6^037 


klA 


3k.3 


3'f.9 


k3A ' 


k5.2 


k2A 


15.5 


20.5 


22.8 




39.1 


33.8 


33^ 


k3.7 


kkA. 


k2.0 


17.1 


21.8 


2'».6 


7,629 


kkA 


3k. 3 


32.8 


k2.0 


kk.2 


k5A 


13.6 


21.5 


22.2 


1,610 


62.6 


k%3 


k2.3 


31.0 


38.9 


ki.Z . 


6A 


11.8 


15.9 


20,261 


'fl.O 


33.2 


31.0 


'f3.9 * 


^^3.2 




13.1 


21.6 


.2'».1 



2,761 
5;22k 
3,837 
.6,929- 
1,510 



^^3.3 
37.9 
36.2 
k2A 
^1.3 



39.3 
'30.6 
29.3 
32.0 
^5.7 



.3'f.3 
30.7 
27*7 
29.4 
^^2.3 



kkA 
k5A 
k5.3 
k3.2 
31.8 



4^.8 
k5A 
k5A 
kl.7 



k5A 
Ak.2 
kkA 
k6.3 
kO.5 



•lOA 
16.> 

.18.^^ 
l'f.3 
6.8 



137' 



ISA 
22.6 
23.1 
23. « 
12.6 



20.5' 

23.1 

27.9 

2'f.2' 

17.0 



r 



Table 11. Cigarettes smoked per day by persons 20 years of age and over, according to sex, race, and age; 

' Unhed States, 1965, 197ff; and 1978— Continued * 

¥ . * ^ ; * ^ 

(Data are based or\ household interviews of a sample of the civilian noninstitutionalized population)* 

. ^, * ■ . " ^ • ' . ' . ■ ' — 

' ' • ' .* ' ■ ' . 

. « ' . \ > Cigarettes smoked per day\ 

: / • • 1978 ■• . . ' 

V : . * Curpent 

. ' Sex, race, and age smokers^ * Less than 15 . 15-2^ * 25 or more 

: * in ... ^ » ■ ^ 

thousands ' « « ^ 

^ ■ ' 196» t976 1978^ 1963 1976 1978^ 1963 ^ 

• . X ; Percent of current smokers'^ 

Black , , . , 

. All ages,^20 years and over • 2,W9 67.7 , 60.0 6^.7 26.^ 33.8 30.3"* 5.9 6.1"*^ 5.0 

20-2*years — — 353 73. f 65.7 I 77»9 22.1' 31.3 *22.1 *'f.5 * 3.0 * - 

25-3^ years X 775 66.2 .58.8 " 59^.1 25.1 33.6 31.9 8.7 * 7.7 * 9.0 

35-^^* years r — ' 57^ 63. 60. 68.6 30. 38.1 25.0 *6.2 ,^\.^ * 6.^* 

'f5-«^ years 632. 69. 53.2 " 6^.9 26.9 36.7 .•33.1.. *3.6 10.1 *2.1 

65 years and over' -n-- ' 75 83.2 100.0 *3'^.7 *16.8 * *65.3 * - - * 

' ' ^ ~ " ~ ' ' ■ ~ ^ 

current smoker is a person who has smoked at least 100 cigarettes and who now smokesi includes occasional smokers. . ^ < 

^ Based on 6 months of data. * 

^Base of percent excludes unknown amount smoked. \ 
^Includes all other races not shown separately. ' . . ^ 

• . ' - i 

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey. ^ ; 

■ ^ " - " . ' - ■ • ' ^ ■ \ ' • ■ * 




Xable 28. , Teenage cigarette smoking, according t6 sex and age: United States, 1968, 1974, and 1979 / ^ 
(Data are based on telephone interviews 9f samples of the noninstitutioneilized Dppulation) 



Sex and age 



1968 



Yea 



0 1979 



Both sexes, 12-18 years — ; 



12-18 y^ars 

12- l\yArs 

13- 16 years 

17-18 years ^ 



Male 



Female 



1^-18 years 

12-1* years 

15-16 years — 
17-18 years — — 



11.5 



Percent who are current smokers 
15.6 



2.9 
17.0 
30.2 



8.0 

0.6 
9.6 
18.6 



15.8 

* k.2 
18.1 
31.0 



15.3 

H.9 
20.2 
25.9 



11.7 r 



10.7 




12.7 

4.3 
11.8 
26.2 



NOtEt A current smoker is a person who smokes at least once a week. 

SOURCES: National Clearinghouse for Smoking and Heal^: Patternij and Prevalence of Teenage Cigarette Smoking, 1968, 1970, 



1972, and I97<> .''- DHEW Pub. No. (HSM) 7«>-8701. Health^ Services ard Mental Health Administration. Rockville, Md., July 197*; 
Nationallnstltuti of Education, DHEW: Unpublished data. * ' 
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Table 29. Persons. 18-74 years of age witli serum cholesterol levels of 260 mg/lf^ ml or more, according to sex anil^age: 

United States, 19^0-62 and 1971-74 ^ 

(Data are based on physical examinations of a sample of the civilian noninstitutionalized population) 



IVlale 



Female 



1960«^ ■ 1971-7'» 

^ 



Percent 
change \ 



1960-62 



1971-7^ 



Percent 
charige 



18-7^ years, age adjusted 



Percent with levels of 
260 mg/100 ml or more^ 



16.8 



Percent With levels of 
260 mg/100 ml. or more 



18-2^f years 
25-3^ years 
35«^^ years 
U^5^ years 
55-6^ years 
65-7^ years 



20.2 
25.7. 
23.5 
21 .6 



l'f.7 


-12.5 


22.2 


A7.2 


/ -22.5 


2.8 


-28.2 




3.0 V 


; -3'».8 


8.2 


-21.2 


7A - 


5.6 


-n.'h 


17.1 


-15.3 


12*9 


9.6 


-25.6 


2^.1 


*r6.2 


28.0 


2^-6 


-12.1 


20.2 


-1^.0 


^9.7 


< 35.3 


-29.0 


20.9 


-3.2 


51.0 


^fO.7 


-20.2 



^Age adjusted by the direct method to, the 1971-7^ civilian noninstitutionalized population, (iling 6 age intervals. 

SOURCE: National Center for Health Statistics: Total serum"cholesteroJ levels of adults 18-7^ years. United St^ites, 1971-197^, by S. 
Abraham, C. Jo|nson, and M. Carroll. Vital and Health Statistics . Series 11 -No. 205. DHEW Pub. No. (PHS) 78-1652. Public Health, 
Service. Washington. U.5. Government Printing Office, Apr. 19781 ^ 
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Table 30, Persons 18-74 years of age with elevated blood pressure, according to race, sex, and age; United States, 1960-62 and 1971-74 

(Data are based on physical examinations of a sample of the civilian noninstitutionalized population) 



Total 



1 



White 



Black 



Total ^ 



White 



Black 



Sex and age 



1960-62 1971-7^* 1960-62 1971-7^* 1960-62 1971-7'* 1960-62 1971-7^* 1960-62 197U7'* 1960-62 1971-7** 

1 



^ Both sexes 

2 

18-7** years, age adjusted*^ 

18-7** years, crude 

18-2'* years — ^ 

25^3** years — ^ 

35-'*'* years — — 

'*5-5'* years ^ 

55-6'* yekrs ; 

65-7** years — " 

Male . * ' 

2 

18-7'* y^ars, age adjusted 

18-7** years, crude 

•18-2'* years — 

25-3'* years 

35-'*'* years — - 

'*5^5'* years — ^» 

55-6<* years 

65-7'* years — — 

Female 

2 

18-7'* years, age adjusted . 

18-7'* years, crude --V-- 

18-2'* years — 

25-3'* years 

35-'*'* years 

'*5-5'* years — — ; 

55-6'* years — * 

65-7'* years — t 



Number in thousands with elevated blood pressure 



Persons with elevated blood. pressure per 100 persons 



19,661 


23,171 


16, 


131 


19 


359 


3,380 


3,672 


532 


738 




<»63 




632 


,69 


106 


1,1'»6 


1,777 




770 


1 


373 


317 


401 


3, -176 


3, '♦92 


2 


380 


2 


,738 


7'»8 


696 • 


It, 355 


5,702 


3 


m 


It 


,710 


899 


975 


tt,95tt 


6,257 


It 


,206 


5 


,35<» 


736 


865 


5,m 


5,205 


tt 


,888 


It 


,551 


. 611 


628 



17.6 , 


18.1 


16.2 


16.8 


30.5 


30.5 


18.2 


18.1 


17.0 


17.0 


' 30.2 


28.2 


4 










3.7 




3.1 


3,4 


• y.i 


'♦.•o 


5.3 


6.6 


It A 


5.8 


lit.Q 


13.7 


13. <♦ 


15.5 


11.5 


13.6 


29.0 


32.0 


21.2 


2i».2 


19.0 


22.2 


38.9 


itit.O 


31.7 


33.2 


30.1 ■ 


3l.it 


50.1 


52. G 


'♦9.2 


ttO.7 


it7.6 


39.3 


71.9 


55. 1 



9,363 

400 

1 , 8'»3 
2,130 
2,201 
1,995 



10,299 

132 
352 
1,332 
2,225 
■ 2,75'» 
3,50'» 



11,656 7,677 



5ittt 
1,1^9 
2,0'»3 
3,022 
2,875 
2,01't 



11,515 

1^4 
618 
l,itt9 
2,680 
3,382 
3,191 



-35'* 
5i»9 
1,480 
1,707 
1,834 
1,753 



8,454 

109 
221 
901 
1,716 
2,372 
3,135 



10,000 

4«5 
912 
1,706 
2,611 
2,529 
1,757 



9,359 

147 
461 
1,033 
2,099 
2,825 
2,795 







17.7 


19.5 


16.4 


18.5 


30.5 


30.4 


1,575 


1,595 


18.2 


19.2 


17.0 


18.5 


30.9 


27.8 


46 


' 59 


5.6 . 


4.8 - 


5.6 


4.9 


6.2 


4.6 


197 > 


244 


7.7 


9.1 


6.1 


8.2 


21.8 


J7.7 


333 


313 


16.2 . 


18.9 


14.9 


17.3 


28.1 


• 38.2 


391 


401 


21.2 


26.8 


19.5 


' 25.8 


34.0 


36.8 


366 


335 


29.3 


32.3 


27.5 


31.1 


49.7 


49.9 


242 


243 


40.1 


36.6 


38.2 


35.3 


63.3 


50.1 



1,806 

23 
i.20 
^415 
509 
}70 
369 





17.4 


1^.8 


15.9 


15.2 


30.9 


30.9 


7,077 ( 




. 17.1 


16.9 


15*.7 


29.7 


28.6 


47 


- 1.6 


1.6 


1.5 


"1.4 


2.3 


2.9 


157 


3.1 


4.4 


2.3 


3.7 


8.8 


10.2 


383 


10.8' 


12.3 


8.4 


10.1 


29.9 


28.3 


575 


21.1 


21.9 ' 


18.5 


18.9 


43.8 


50.9 


530 


33.9 


34.0 ' 


32.3 


31.7 


50.5 


54.5 


385 


56.6 


43.9 


55.1 


42.3^ 


79.9 


58.8 



^Includes all other races not shown separately. » i ' - 

2Age acijusted by the dihect method t6 the 1971-74 civilian noninstitutionalized population, using ^age interval 

NOTE! Elevated blood pressure includes readings Af either systolic pressure^of 160 mmHg oftmore or diastolic pressure of 95 mmHg or more. ^ 

SOURCE: National Center for Health Statistics: Bjood pressure levels of^sons 6-7,4 y^ars. United States, 1971-1974, by J. Roberts and K. Maurer. Vital and Health 
^atistics SeriS^ U-No. 203. DHEW Pub. No. (HRA) 78rl6f8. Htealth Resources AdministratioA. Washington. U.S. Government Printing Office, Sept. 1977. 

■ ■ ■. ^ ■ . . .'■ ,„...■ Ill 
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Table 3l« Air pollution, according to source and type of pollutant: United States, selected years 1970-77 

>^ (Data are based on reporting by air quality monitoring stations) 

■ . ■ • ■ : . - • i 

Sourdb 



type of pollutant 
and year 



All 
sources 



Transpor- 
tation 



Stationary 

fuel 
combustion 



Industrial 
processes 



-t- 



Solid 
waste 



Other 



Particulate matter 



1970 
1972 
197 «t 
1975 
1976 
1977 



1970 
1972 
197'* 
.1975 
1976 
1977 



Sulfur oxides 



Nitrogen oxides 



1970 

1972 -,— 
197<» 

1975 — - 

1976 

1977 



Hydrocarbons 



1970 

1972 .. 

197<> 

1975 ~ 

1976 

1977 — i~ 



Car^^on monoxide 



1970 — 
1972 — 
197* — 

1975 — 

1976 — 

1977 — 



22.2 
19.6 
17.0 
13.7 
13.2 
12, It 



29.8 
29.6 

26.1 
27.2 
27.H 



19.6 

21.6' 

21.7 

21.0 

22.8 

23.1 



29.5 
29.6 
28l6 
26,9 
'28.7 
28.3 



102.2 
103.8 
99.7 
96.9 
102.9 
102.7 



,1.2 
1.2 
1.2 
1.1 
1.1 
1.1 



0.7 
0.7 
0.7 
0.7 
0.8 
0.8 



7.H 
8.7 
8.6 
8.6 

9.2 



12.2. 

12.5 

11.5 

11.3 

11.6 

11.5 



80.5 
HA 
81.7 
82.0 
85.1 
85.7 



Emissions in 10 metric tons per year 



7.1 

5.6 
5.0 
<».6- 
<>.8 



22.6 

22.0 

22. L 

20.8 

21.9 

22.it 



11.1 
11.^ 
12.1 
11.5 
12. It 
13.0 



1.5 
1.5 
1.5 
l.H 
1.5 
1.5 



1.3 
1.3 
1.3 
1.1 
1.2 
1.2 



11.9 
10.6 
8.9 
6.5 
6.2 



6.3 
6.7 
5.6 

It. 6 
It. 5 
it.2 



1.1 


0.9 


0.7 


0.7 


0.6 


0.7 


0.5 


0.6 


0.5 


0.8 


O.it 


0.7 


0.1 


0.1 



0.1 

0) 



0.6 


0.3 


• 0.2 


0.7 


0.2 


• 0.1 


0.7 


0.2 


\0.1 


. 0.7 


0.1 


'0.1 


0.7 


0.1 


0.2 


0.7 


0.1 


D.l 


8.6 


1.7 


5.5 


9.3 


1.1 


5.2 


9.6 


0.9 


. 5.1 


9.2 


0.8 


it.2 


10.1 


0.8 


. k.7 


10.1 


.0-7 


i*.5 


8.0 


6.2 


6.2 


7.9 


it.O 


5.2 


8.2 


3.2 


5.3 


7.3 


2.9 


t.6 


7.8 


2.9 


5.9 


8.3 


2.6 


it.9 









^Emissions of less than 50,D00 metric tons per year. 



NOTE: Because of modifications in nriethodology and use of more refinejd emission factors, data from this table should not be 
coonpared with data in Health, United States, 1978 , . % - 

SOURCE? Air Quality Planning and Standards Division: National Air Quality Emission Trends Report, 1977 . EPA-^50/2-7 8-052. U.S. 
Environmental Protection Agency. Research Triangle Park, N.C., Dec. 197£» 
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(SECTION II 



Utilization of Healtli Resources 



a 




A, Ambulatory care 

Ambulatpry medical care Is gaining importance as a more 
suitably and less expensive modality of care for many 
liealth problems. Since primary/ care, early detection, 
routine treatment of health problems, and preventive care 
all take place in the ambulatory care setting, most people 
enter the health care system at the ambulatory leVel. Entry 
can be made through a variety of institutions as follows: a 
- physician's office or group prq(ctice, a clinic, a^ospital 
outpatieii|department, or a neighborhood health center. It 
is at theseinstitutions that key aecisions are made concern- 
ing a patient's progress through the health services system, 
including advancement to inpatient care. — \ 

Utilization of ambulatory dare services varifes with age, , 
sex, race, region, and income! During 1977,Hhe frecfuency 
of physician visits increasea with patient age from an 
average of 4. 1 visits per year for children uijider 17 years of 
*age to 6.5 visits per year for people 65 years ^f age and 
over. This differential was ev|eji greater in 1972. Ftom 1972 
to 1977, the yearly j^hysicianivisit rates for every age group 
were stable. Females had approximately one more visit per 
year than males in both 1972 ^d/1977, and black people 
had fewer visits tKap white people in both years. 

Geographic variation in the annual number of visits. was 
also evident in bothV^ars, but the differences narrowed 
during the 5-year period. People in the West had the 
highest rate in 1972 with 5.6 visits per year, compared with 
4.6 in the South, the region with the lowest rate.'By 1977, 
^ the visit rate had decreased to 5.0 in the West, but it 
remained 4.6 jn the South. ^ ' . 

Americans aVeragfed 4.8 physician visits per person in 
1977, including telephone contacts but excluding visits by 
pljysicians to inpatients. Among families earning less than 
* $5,000 in 1977. there was a utilization rate of 5.8 visits per 
person, compared with a rate i>f 4.8 visits per person for 
those earning $25^000* or more. The development and 
growth of the Medicare and Medicaid programs during the 
late 1960's have affected this trend towaufl more equal 
utilization of healthcare services by income Armips. From 
1972 to 1977, the nttmber of p^r capita visits ror the lowest 
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in\ome group increased, while per capita visits for the 
hignest^ncome group decreased. Persons in the middle 
income categories exhibited a stable utilization pattern. 

Three-fourths of the U.S. population received physician ^ 
care at least once during 1977, As was the case witb the 
numb(^ of visits, the trend in the percent contacting a 
physician at least once a year was tOAvard greater equally^ 
among income growps. For instance, in 1972, pnly 70.1 
percent of those inihe lowest income category had seen a 
physician; during y^l2 months prior to interview, a V 
smaller p^|rcent than for any other income group. By 1977y ) 
76.2 percent of this income group had seen a physician^ 
during the\l2 months prior to interview, a larger percent 
than observed for the middle income categories. Persons 
with giiddle\incomes had only 1.6 percent fewer visits than 
those with tne highest incomes. 

The racial \differential in the percent of persons with at 
least one contact per year has also decreased. The percent 
of black people receiving treatment during the 12 months 
prior to intetyiew increased 7.1 percentage points,* from 
67.4 percent ii^ 1972 to 74.5 percent in 1977. Among white 
people, the increase for this time interval was only 1 .9 per- 
cent, or from 73.4 in 1972 to 75.3 in 1977. 

Trends tov/ivd equality of utilization should be viewed 

in the light of rather marked differences in health status by 
income groups (see Section I). Utilization trends cannot be 
used to determine the extent to which health needs are 
actually being met, For example, although utilization rates 
for low income individuals are now higher thari for those 
with high incomes, the higher levels of morbidity among 
the low income population may still result in a deficit in 
terms of actual need. . 

Looking at the soarce of care can help provide 
understanding of how ambulatory health services are 
sought and received by different population groups. There 
are large differences by income and race in the source or 
place of cA-e. In 1977, 20 percent of all visits for the lowest 
income group occurred in a hospital outpatient depart- 
ment, compared with only 10 percent for th$ highest 
income group. Althpugh the majority of people entered 
the health care system through a physician's office, the " 
actual i\umber of office visits per 1,000 population 
decrease;d between 1972 and 1977. There appears to be an 
increasing tendency to seek primary care in the hospital 
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outpatient department. This trend for more frequent use 
of hospital outpatient facilities was observed for all sex, 
race» age» and income groups. There are several reasons 
for this. Physicians refer their patients to hospital out- 
patient care^ because the hospitaLhas equipment which is 
too expensive for the physician's office, inner cities and 
remote areas have an inl^equate supply of physicians, and 
many hospital outpatient departments are op^n 24 hours a 
day. There is also evidence that some private physicians are 
unwilling to accept Medicaid patients. 

Analysis pf utilization ^ata by purpose of encounter 
provides valuable information on several aspects of the 
health care system. These data indicate the extent to which 
people are receiving preventive rather than curative serv- 
ices. The changing characteristics of the 0^. population 
are reflected in these data. For example, the proportion of 
elderly people in the United States is increasing. Since 
older people generally suffer from chronic illness, they 
receive more medical treatment for different purposes than 
younger patients. / 

" For patients of all kges, physicians reported medical or 
special exams as the principal reason for office visits in 
1977. Acute upper respiratory infection, except influenza, 
was the most frequent diagnosis. Visits for this diagnosis 
accounted for nearly one-fifth of all visits among patients 
under IS years of age. In 1973, the most Qommqn diagnosis 
for males 45-64 years of age was heart disease, but 
hypertension was most frequently diagnosed in 1977. For 
women 45-64 ye^rs of age, hypertension ranked as the 
leading diagnosis in 1973 and 1977, accounting for nearly 
10 percent of all visits in each year. People 65 years of age 
and over showed a significantly higher visit rate for heart 
disease than those in the group 45-64 years of age. For 
men, this increase^as twofold; for women, it was four- 
fold. In both 1973 and 1977, the ratio of Jica/t disease to 
hypertension in males 65 years of age and over was 2 to 1 . 
Among females 65 years of age and over, heart disease was 
a more common diagnosis than hypertension in 1973; in 
1977, however, the frequencies for heart disease' and 
hypertension were similar. These two conditions accounted 
for nearly one-quarter of all visits in this age group. 

For all specialties of office-based ambulatory care, 
approximately 40 percent of all visits made in 1973 and 
1977 were to family and general practice physicians (CP's). 
Among children under 15 years of ^e, h(Vever, there was 
a sharp rise in the number of visits to pediatricians. In 
1973, the number of visits to CP's and pediatricians was 
about equal, egch accounting for approximately 37 percent 
of the total visits. By 1977, 49 percent of all visits madaby 
children under 15 years of age were to pediatricians, com- 
pared with 32 percent to CP's. 

The majority of office-based physician visits were made 
by previously treated patients. Initial patient visits com- 
prised only 16.5-percent of the total in 1973 and 15.8 per- 
cent in 1977. 

In general, office-based ambulatory care does not focus 
on the treatment of problems considered serious by physi- 
ci^s. A large proportion of patient vlsitslvere for conSi- 
tioq^ diagnosed by physicians as not serious in 1973 and 



1977 (52.5 percent and 53,9 percent, respectively). This 
probably indicates that a substantial amount of preventive 
care, routine maintenance, and car^ for self-limiting condi- 
tions is provided during visits to private physicians* 
offices. ^owever, for patients over 44 years of age, the 
percent of those with a medical problem^ 'considered as 
serious generally increased with age. 

Duration of visit refers to the time spent by the physician 
in a direct encounter with the patient. In both 1973 and 
1977, about half of all office yisits lasted 10 minutes or 
less.^n 1977, the p^cent of Visits lasting 10 minutes or less 
ranged from about 60 percent for peoplCrUnder 15 years of 
age to 40 percent for people 65 years of age and over. Visits 
in nonmetropolitan i^reas and the South and North Central 
Regions were more frequently of a short duration than 
visits in metropolitan areas and in the West and Northeast 
Regions. Those areas. with shorter visits have smaller 
physician-population ratios. In areas with physician 
shortages, xioctors must see an increased number of 
patients, which does not allow time for long visits. - 

The xlisposition of a visit reflects a physician's intent 
regarding ongoing care. Continuity of care is important, 
especially for aging and chronically ill patients. In both 
1973 and 1977, nearly 60 percent of physician visits 
resulted in a return visit being scheduled. This also 
illustrates that a substantial part of utilization is 
determined by the provider rather than the consumer. A 
strong relationship was observed between a patient's age 
and the frequency of followup visits. For example,Jn 1977, 
45.3 percent of visits for patients under 15 years of age 
resulted in th^ scheduling of a return visit, compared with 
73.3 percent of visits for patients 65 years of age and over. 

The disadvantaged socioeconomic groups have no^ ^ 
demonstrated as mucK improvement in the utilization of 
dental care as they have in the utilization of medical and 
hospital care; variations by income are pronounced. 
Pespite an increase over time in the percent of low income 
patients receiving treatment by a dentist, and a slight 
decrease in utilization for the higher income groups,, the 
gap between the income levels remained substantial in 
1977. The nonpoor utilize dental services much more than 
thcwpoor. This pattern contrasts with that for hosipitaliza- 
tion and medical care where the low incbme groups have 
higher utilization rates than the middle and high income 
groups. Only 32.8 percent of those in the lowest income 
group had professional dental care in 1972, whereas the 
figure for those in the highest income group was 71.2 per- 
cent. In 1977, 36.8 percent of those in the lowest income 
group had dental care during the year prior to interview, , 
whereas 68 percent of those in the higher income group \ 
had a yearly visit. Even a middle level income appears to be * 
a barrier to dental care with only 48 percent receiving 
dental care in 1977. Even with dental insurance becoming 
more common, most health insurance plans still do not 
cover dental treatment. Access to dental care is more dif ^ 
ficult because Medicare does not cover dental expenses. In 
^ome States, M^icaid provides very limited dental 
coverage/ This lack of coverage adds to the variation in 
utilizaticHi of dental car£ by age as well as income. Only 



26,9 percent of persons 65 y^rs of age and over had seen a 
dentist during a 1-year period in 1972, The percentage of 
people with at least one visit to a dentist in 1977 increased 
to only 31.4 percent for people over 65 years of age, com- 
pared with 51 percent of all people under 65 years of age. 
In addition to financial barriers, peoiie's attitudes also 
affect the utilization of dental services. Some people view 
dental care as elective service instead of recognizing it as 
necessary preventive care. 

Although preventive care programs shpuld be part of tbe 
health care system at every level, this is hot true for health 
services in the United States. Some of the few organiza- 
tions that systematically provide preventive care^re -the 
Health Maintenance Organizations (HMO*s) where com- 
prehensive health services are offered for a fixed monthly 
fee. Other institutions currently focusing on preventive 
care include school health programs, welUbaby clinics, and 
family planning clinics. 

Family planning 'services are utilized Jby many women 
15-44 years of age. For married fecund women in this age 
grqup, 57.9 percent reported having^family planning visit 
at some time duriitfe the 3-year period prior to the 1976 
National Survey of Family Growthy compared with 51.2 
percent in the 3-year period prior to 1973. This increase in 
the percent of family planning visits was. greatest for white 
women. The percent of blacjc and Hispanic women making 
family planning visits remained virtually fihe same for 1973 
and 1977. 

In t6tal and by race, the majority of wives counseled in 
^Ja^ily planning were advised by their private physician 

rather than the organized family planning program. 

However, there was a differential observed between 

income groups in selecting the place of family planning 
. counseling. Among poorer women, 66.5 percent visited 

with their own physician in 1973 and in 1976. A larger per- 
' cent of high income women had a family planning visit 

With their own physician*in 1973 and in 1976 (85.6 percent 

a^d 87.5 percent, reflectively). 

B. Inpatient care 

Most of the hospital care in the United Statf^s is provided in 
short-stay hospitals. In 1977, there were 36.8 million 
discharges (excluding newborns) from all short-stay 
hospitals (including Federal hospitals), compared with 
33.3 million discharges in 1972, an increase of 11 percent, i 
Days 6f care increased froip 274.3 million in 1972 to 291.9 
million in 1977, a 6-percent increase. The smaller percent 
increase in days of pare reflects a decline in the average ' 
length of stay during the 5-yiear period, from 8.2 to 7.9 1 
days. Wh^n we take into account the 4-percent increase in ^ 
Aht total population and the rapid increase in 'the number 
of people in the oldest age groups between 1972 and 1977, 
the increases in hospital utilization were very small. 

In .1977, 95 percent of all discharges and 92 percent of all 
days of care were in non-Federal short-stay hospitals. 
Childbirth was the major reason for hospitalization in 
non-Federal short-stay hospitals, accounting for 9 percent 
of all discharges in l!?77/ Heart disease followed close 



beliind with 8 percent of all discharges, but accounted for a 
higher proportion of all days of care (1 1 percent versus 5 
percent). Cancer was the third highest cause of hospitaliza- 
tion (5 percent of discharges and ^8 percent of all days of 
care). - 

Discharge rates for deliveries declined from 1972 to 
1977, but rates for heart disease, cancer, fracture, and 
neuroses and nohpsychotic mental disorders increased. 
Days of care, however, increased only for cancer and ^ 
neuroses and nonpsychotic mental disorders, wifh virtually 
ifo change for heart disease. This is attributable to Substan- 
tial decreases in the lengths of stay fo^ach of these 
diagnoses. ^ 

The use of non-Federal short-stay hospitals varies 
among age groups of the population. In general, use of 
hospital services increases with age. Between 1972 and 

-4977rthe discharge rate rose slightly for all people 15 yearsv 
of age and over but remained constant for children under 
15 years of age. Older people have higher discharge rates 
than younger people. Since the proportion of oUr popula- 
tion over 65 years of age has increased, the total discharge 
rate increased from 153.5 per 1,000 people in 1972 to 163.3 
in |977. This actually represents a stabilization in utiliza- 
tion patterns. For the elderly (those 65 years of age and 
over), the discharge rate increased from 332.9 per 1,000 
people in 1972 to 374.4 in 1977. There were 4,281.5 days of 
care per 1 ,000 population for this group in 1977, compared 
with 4,248.7Mn 1972. These slight increases are a reflection 
of the changing age distribution of our elderly populatibn. 
People 85 years of age and over are now a greater propor- 
tion of the 65 years of! age and over group and they need 
more hospitalization. 

The elderly also tend to stay in the hospital for longer 
periods. la 1977, the average length of stay ranged from 
4.2 days for children under 1 5 years of age to 1 1 . 1 days for 
adults 65 years of age and over. Lengths of stay for all ages 
declined by about 6, percent between 1972 and 1977. 

Older people are usually hospitalized for chronic condi- 
tions, while younger people are normally hospitalized for 
acute conditions such as infections afk^ injuries. For the 
elderly, the most common diagnoses in 1977 included such 
things as heart disease, malignant neoplasms, and 
cerebrovascular disease (stroke). For the younger groups, 
diagnoses such as fracture, pneumonia, and bronchitis 
were more frequent. 

( Trends in hospitalization by various sociodemographic 
measures can be obtained froiti the Health Interview 
Survey (HIS), conducted by the National Center for 
Health Statistics. A different datajcollection procedure is 
used for HIS than for the National ^Hospital Discharge 
Survey (NHpS), which is the source of the data reported 
above. This results in a slightly different picture of overall 

' trends. In particular, HIS includes hospitalization in 
Federal hospitals but excludes hospitalization for patients 
who live in nursin^homes, patients who die in the hospital, 
and patients Nvho stay in the hospital less than one day. 
Thus for 1977, the HIS data show a hospital discharge rate 
of 122.1 per 1,000, conipared with 163.3 for HDS. 

. Furthermore, HIS data show a decrease of 1 percent in the 



discharge rate between 1^72 and 1977, >yhereas the HDS 
data show a 6-perc^t increase. ^ ^ 

Differences in data bases should be kept in mind as HIS 
data are used to illustrate some interesting variation in 
hospital utilization by race, income, and residence. As was 
the case with ambulatory c^re utilization, black->yhrte dif- 
ferentials have be^ changing, ih 1972, black people had 5 
percent fewer discharges per 1,000 than whitgjDeople; but 
in 1977, the bla0k rate'wjas 9 percent greater than the white 
# rate. Although the length of stay for black people declined 
more rapidly than that for white people, black people 
stayed in the hospital all average of more than 2 days 
longer thdn white people. # 

Incom^ differentials in hospital utilization also increased 
betweei/l972|and 1977. In 1972, the lowe^incpme group 
had 4^percent more discharges per 1,000 population than 
the highest income group; in 1977, the difference was 69 
percent. In both years there was a consistent increase in 
both the discharge rate and length of stay as income 
decreased. Persons in the lowest income group stayed in 
the hospital an average of 2.4 days more than those in the 
highest income group in 1977, reflecting in part the poorer 
health of the low income individuals. Between 1972 and 
1977, lengths of stay for every income group decreased. 

Regional patterns in hospital utilization remained con- 
sistent between 1972 and 1977, except for a 7-percent 
decrease in the^discharge rate in the West Region. In 1977, 
the West and Northeast Regions had the lowest discharge 
rates, and the South and North Central had the highest; 
there was a 21 -percent difference in rates between the West 
(lowest) and the South (highest). Lengths of stay decreased 
for all regions with the West having the shortest stays (7.6 
days) and the Northeast the longest (9.3 days). The net 
impact was that the West had by far the fewest hospital 
days per 1,000 population (834.9). The North Central had 
the most days (1,069.9), but the other two regions were 
closer to the North Central. 

In both 1972 and 1977, nonmetropolitan residents had 
approximately IS percent more discharges per 1,000 
population than metropolitan resideifts. The length of stay 
declined at a greater rate for nonmetrof^olitan-residents so 
that, in 1977, they had 1.8 fewer days per discharge than 
metropolitan residents. In terms of total d^ys per 1,000 
population, nonmetropolitan residents went from 3 per- 
cent more days in 1972 to 9 percent fewer days in 197i7. 

Tht services that a hospital offers vary according to the 
size of the hospital. The larger the bed size, the more 
sophisticated the facilities offered. These specialized 
services are more in demand by doctors for their patients 
and by the consumers themselves. For example, in 1977, 
the proportions of discharges involving surgical treatment 
ranged from 28 percent in hospitals with fewer than 100 
beds to 49 percent In hospitals with 500 beds or more. This 
pattern of the larger hospitals having a greater percent of 
surgical discharges has remained fairly stable since 1972. 
Rises in discharge rates vary with hospital size. For the 
time period 1972-77, the largest hospitals (300-499 beds 
and 500 bed» or more) showed the sharped increases in 
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discharge rates. The small to middle sized hospitals (less 
than 300 beds) had stable or slightly decreasing rates. 

Surgical rates are also changing. Although there is no 
^evidence of change in the prevalence of conditions leading 
to surgical intervention, surgical rates have continued to 
rise over time. The surgical rate per 1,00A population has 
climbed from 78.4 during 1966-67 to 94.5 during 1976-77. 
Some of the increases in surgical rates may be th^ result of 
changing criteria for perforniing surgery, the introduction 
of 9^ surgical techniques, or new protocols for the 
mfina|ement of certain conditions.* 

Biopsies were the most frequently performed hospital 
procedures in non-Federal short-stay hospjtals during 
1976-77. The biopsy rate for both sexes and all ages was 
5.2 per 1,000 population. Data on biopsies are not 
available for 1966-671 

_ Surgical rates for children under 15 years of age 
remained constant from 1966-67 to 1976-77. The opera- 
tion most frequently performed on inpatients^ in this age 
group was tonsillectomy, even thou^ the rate for this pro- 
cedure decreased from 14.7. per 1,0(X) population during 
1966-67 to 8.1 per 1,000 population during 1976-77. This 
sharp downward trend in tonsillectomies is probably the 
' result of a change Tn physician attitudes toward the effec- 
tiveness of this procedure rather than a decline in the 
occurrence of tonsillitis. For females under 15 years Qf age, 
the surgical rate for adenoidectomy without tonsillectomy 
more than doubled in this same time period. 

Women 15f44jyears of age had more than twice as many 
surgical procedures performed as men in the same age 
categories Had. During 1976-77, this rate for females and 
males'(per 1>000 population) was 143.5 and 58.3, respec- 
tively, ^is differential between males and females nar- 
rowed f» the 45-64 years of age group, but the women 
still hawa surgical rate that was 1.4 times that of the men. 
Amcyng people 65 years of age and over, the t)^ttern 
reversed, with males having a rate 28 percent higher than 
that for females. 

Between 1972 and 1977, surgery utilization increased 
more for persons 65 years of age and over than for those in 
any jother age group. For women, there was a 38-percent 
increase, compared with a 42-percent increase for men. 
The rate for children of both sexes under 15 years of age 
remained fairly constant, despite a dr^fnadc decline in / 
tonsillectomy. Males 15-44 years of ag? showed^a^ 
6-percent increase, compared with a 24-percent incj:<Ja5e 
for females in this age group. Both se^ces showe^'^coni- 
parable increases for the 45-64 years of age group; 26 per- 
cent for males and 28 pdf^ent for females. / 

Several common surgical procedures showed substantial 
increases between 1966-67 and 1*76^77. Cardiac 
catheterization increased more tha(n tenfold among men 
45-64 years of age. For women 15-44 years of age, ligation 
of fallopian tubes tripled, and cesarean section doubled. 
Dilation and curettage of the uterus increased 23 percent 
among women 15-44 *years of age, 17 percent among 
women 45-64 years of age, and 20 percent among women 
65 years of age and over. Hysterectomy increased 22 per- 
cent for women 15-44 years of age and 20 percent for 
1 
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women 43-64 yeals of age. Oophorectomy increased 23 
percent for women 15-44 Vears of age and 48 percent {6r 
women 45-64 years of age. Prostatectomy increased 41 
percent for men 45-64 years of age and 17 percent for men 
65 years of age and over. 

On the other hand, a few procedures showed substantial 
decreases. As was mentioned previously, tonsillectoifny 
rates were cut in half, alt|iough it is still the leading opera- 
tion among children under 15 years of age. Repair of 
inguinal hernia decreased 5 percent for males under 65 
years of age, aqd appendectomy decreased more than 20 
percent for males under 45 years of age. 

There is a growing concern that surgery is being used 
excessively in this country. This over utilization may in part 
be the result of an oversupply of surgeons and the 
availability of third-party payment for operative services. 
'The quality and necessity of surgery has traditionally been 
monitored both retrospectively by utilization review com- 
mittees and hospital tissue committees and prospectively 
by the request of the physician or patient for consultation. 
However, the ratals for surgery have continued to increase. 
An additional| impetus towards a more structured 
approach to re>newing surgery has been provided by con- 
gressional directivet and media attention. Current 
approaches for regulating surgery include second surgical 
opinion programs and Professional Standards Review 
Organizations (PSRO's). P^RO's were established by the 
Government to moi^ftor the adequacy and necessity of care 
given ^^tients in health institutions under the Medicare 
and Medicaid programs, ^ , 

Long-term care facilities include long-stay psychiatric 
and other hospitals (i;e., hospitals^with an average length 
of stay of 30 days or more), nursing homes, facilities for 
the mentally retarded, homes for dependent children, 
homes or resident schools for the emotionally disturbed, 
resident facilities for drug abusers or alcoholic^, and 
various other institutions. Inpatient long-term facilities 
provide continuing care for patients who are not expected 
to improve mentally or physically, ana extended c^re to 
)ielp patient's who are ready to return home but still need 
^me nursing or therapy services on a regular basis. 

^ost extended care facilities are in nursing homes. 
Nursing homes provide both restoratiye c^re for 
convi^escing patients and Continuing care for the elderly. 
Nursij^ care homes provide less intensive nursing and 
medical' services than acute care hospitals. These homes 
have multiplied as the demand for these services by the 
elderly population has increased. The trend of greater 
demand is expected to continue ii) the future as life 
expectancy increases. Three reasons) for greater use of 
these services are: Medicare and Medicaid cover these 
services, third-jjarty payers apply prdasure on short-stay 
hospitals to discharge patients no longe^ needing acute care 
services, and relatives may be unable V)r reluctant to care 
for their own elderly. 

The number of iiursing home residents during 1973-74 
was 1,075,800, and this figure increased by 21 percent to 
1,303,100 in 1977. Thi{5 increase can be attributed, in part. 



to the growing prOpor^on of persons 85 years of age and 
over. From 1973-74 to 1^77, the population 85 years of 
age and over grew from 1,^3,500 persons to 2,084,000 
persons, an increase of 23 percent. The majority of nursing 
hame res'idents were 65 years of^age and over. This age 
category accounted for 89 percel^t of all residents in 
1973-74 and 86 percent in 1977. For persons ,^5 years of 
age and over, the median age in nursing homes was 81 
years of age in 1977. Two-fifths of the\lderly nursing 
home residents were 85 years of age and; over. These 
residents represented about 2P percent of Jthe U.S. popula- 
tion in this age ^roup. A majority of nursing home 
residents -come from another health facility. In 1^1, 
transfers from another health institution accounted for 54 
percent of all admissions. 

The relationship between sex and life expectancy is 
evident in the nursing home population. The ratio of 
women to men was approjrimately 3 to 1 in nursing homes 
in 1977. 

For residents 65 years of age and over, 94.8 percent-^were 
white (cpccluding Hispanic) in 1973-74, compared with 93.2 
percent white (excluding Hispanic) in 1977. The, propor- 
tion of black residents (not Hispanic) increased from 3.9 
percent to 5.4 percent for this same time period. A con- 
tributing factor to this increase is that in the U.S. popula- 
tion the proportion of black residents in the 85 years of age 
and over group went from 8 percent in 1973-74 to 9 per- 
cent in 1977. Hispanic and those in the ''other races" 
category comprised a stable but small percent (1.0) of the 
residents. The marital status distribution of elderly 
residents has remained virtually unchanged. In 1977, the 
majority .of residents 65 years of age and over were wid- 
owed (about'69j)ercent), and 1^ percent were never mar- 
ried. Of Urf^remainder, 12 percent were married and 4.5 
percentwere divorced or separated. 

The most common maladies of nursing home residents 
were diseases of the circulatory system. The most frequent 
diagnoses in this category were (1) arteriosclerosis 
(2) stroke, (3) congestive heart failure, (4) hypertension, 
and (5) heart attack. Mental disorders and senility without 
psychosis comprised the second most common set of 
diagnoses. 

Because of the growing fueling that, in general, longr 
institutionalization in a mental hospital should be 
avoKjed, more general hospitals are pr^iding short-term 
inpatftnt care for psychiatric patients. A patient who no 
longer needs the intensive services available in an acute- 
care faciniy may still need care to fill in the gap between 
acute cale^nd home care. This type of service may be pro- 
vided in a number of ways, including outpatient care and 
more extensive day treatment. 

The trend toward outpatient care is evident over the 
period 1971-y5. The number of additions (i.e., new admis- 
sions, readm^ions, or returns from leave) to inpatient 
facilities had increased by 18.7 percent, compared with 
72.7 percent Ifor outpatient facilities. The greatest change, 
however, was for day treatment services with 121 .8 percent 
more additions in 197.5. 




Table 32. Physician visits, according to source or place of care and selected characteristics: United States, 1972 and 1977 

(Data are basid on household interviews of a sample of the civilian noninstitutionalized population) 



Charactefistic 



.All sources 
or places ^ 



1972 



1977 



Source or place of care 



Doctor^s office 

or clinic or 
group practice 



Hospital 
outpatient 
department^ 



197»' 



1977 



19^2 



1977 



Telephone 



1972 



1977 



Total — 'f,966.9 «>,772.3 



Visits per l^OQO population 
3,456.^ 3,278.5 5'fl.9 



6f2.1 



6?2.1 



366.8 



^ Age . <. 

Unde?17years 'f,078.8 . «f,09i;3 2,532.5 

17-H years ^ 'f,9«f3»9 «>,577.6 3,^*58.5 

«f5-6'f years 5,523.8 5,385.7 'f.l2'f.O 

65 years and over — 6,895.^* 6,52«>.2 5,175,5 

Sex^ 

1 «.. . / ■ 

Male ^^,317. 8 \,212.6 2,9^*9.2 

Female- ^,550.4 ^ 5,288.8 3,915.3 

Race^ ^ 

White 5,05'f.8 i^,m.7 ^ 3,567.6 

j^lack 'f,565.f 'f,522.5 2,773.9 

Family income^.G ^ 

Less thap $5,000 5,209.^* 5,789.8 3,3«>8.6 

$5,000-$9,999 ' 'f,818.5 'f,867.7 3,299.0 

$10,000-$U,999 . 'f^,877.8 'f,7'fl.l 3,559.1 

$15,000-$2'f,999.- . 5,07W6 'f,712.«f 3,658.6 

$25,000 or more ♦5,39'f.7 «f,757.8 *3, 721.0 

Geographic region^ ^ 

Northeast-- . 5,203.2 'f,92'f.9 3,t^3iA 

North Central ~ ~ «f*,813.3 «^,68f.O 3,382.5 

South— 'f,572.3 ''«^,62K0" 3,250.6 

West z 1 5,375.7 'f,996.9 3,972.7 

Location of residence^ 

Within SMSA 5,302.6 (^,330A 3,570.9 

Outside SMSA 4& 'f,369.f 'f,'f3'f.8 3,251.7 



2,573.'f 
3,086.1 
3,9«f3.9 
'f,991.5 



2,856.^* 
3,667.8 



3,379.7 
^09.0 



3,W3^9 
3,361.0 
3,272.6 
3,332.8 
3,398.8 



^ 3,177.«f 
3,217.9 
3,269.1 
3,527.7 



3.307.9 
3,211.7 



'f78.8 
562.1 
6U.5 
53t).3 



557.7 
528.7 



«>76.9 
1,081.9 



850,6 
589.8 

♦ 376.0 

* W.l 



670.8 

m.7 

«>82.5 
620 . 1 



620.^ 
^03.^ 



603.1 
688.4 
6ff.6 
593.1 



636.9 
648.1 



57(^.7 
1,U1.0 



1,U8.8 
. 786.9 
653.4 
" 504.0 
* 462.1 



766.5 
589-7 
609.9 
622.8 



710.5 
495.2 



•804.1 
552.5 
483.5 
669.6 



477.3 
770.2 



693.3 
♦236.1 



507.3 
591.3 
♦669.7 
♦711.8 
♦909.3 



701.9 
703.4 
548,7 
573.6 



715.3 
485.5 




^sing 4 age intervals. 



692.8 
465.7 
536.5 
587.3 



444.3 
67^.3 



620.1 
♦249.7 



600.3 
488.8 
579.4 
639.5 
♦^45.6 



682.6 
615.4 
450.1 
561.5 



616.0 
466.0 



Includes all other sources or places of care not shown separately. 
^Includes hospital oUtpati^t clinic or emergency room. ' , 

. ^Age adjusted by the direct method to the 1970 civiliarV noninstitu^ionalized popula^Jiop 
^Includes all other races not shown separately. * ^ ^ i 

^Includes unknown family ftpcomq. 

family income data have not been adjusted for inflation; therefore trend comparisons for the same income caiegory hriay be 
misle^ding.^ ^ 

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from .the Health Interview Survey. 
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Table 33. Interval sjiice last physician visit, atcording to selected characteristics: United States, 1972 and 1977 

.. . V • • . . 

(Data are based on household Interviews of a sample of the civilian noninsti^utionalized population) 



Interval since last physician visit 



Population 
in thousands 



Characteristic 



Less than 
1 year 



1 year-less 
than 2 years 



2-4\years 



1972 



1977 



i972 



1977 



1972 1977 1972 1977 




Total ^2,3- 
Age 



,204,148 212,153 



72.6 



75.1 



12.1 



Percent of population 

11.3 10.5 . 5.3 



Under 17 years — — 


64-, 865 


59,909 


70.9 


74.8 


il5.2 


14.0 


10.1 


, 8.2 


17-44 y^rs - 


77,131 


86,620 


74.1 


74.5 


" ' 11.6 


11.4 


10.4^ 


■ 10.0 


years - 


42,229 


43,357 


71;1 


74.4 


10.4 


9.0 


11.8 


10.3 


65 years and over 


" 19,924- 


22,266 


75.6 


79.6 


7.1 


6.5 


9.4 


7.8,' 


Sex^ 


r 
















Male 


98,445 


102,384 


68.8 


71.1 


13.2 


\12.4 


12.5 


I1..2 


Fennale • ™ 


105j704 


109,769 


-.76.0 


7&.7 


-11,1. 


10.3 


8.7 


7.5 


Racel 


















White 


178,727 


183,910 


73.4 


75.3 


11.9 


11.1 


1'0.2 


9.4 


Black 


23,131 


25,130 


• 67.4 . 




13.5 


12.1 


•'^ .,12.3 


8.0 


Family income*'^ ... ^ 








♦ 










.Less tfian $5,000 


■ 40,836 


26,211 


70.1 


76.2 


12.1 


10.1 


11.7 


8.8 


$5,000-$9,999 


59,134 


38,795 


71.6 


73.8 


.12.3 


11.4 


10.9 


9.9 


$10,000-$14,999 


51,074 


40,819 


74.1 


75.3 


11.8 


11.2 


10.3 • 


9.3 


$15,0G0-$24,993 - 


31,026' 


54,345 


75.9 


76t2 


11.5 


11.1 


9.0 


9.2 


$25,000 or more ~ 


9,957 


'92,570 


77.3 


77. & 


11.2 


10i9 


8.2 


8.1 



Geographic region^ 



4.6 
3.4 



-4.1 
2.7 



3 
5.2 



4.9 
4.4 
3.2 
2.8 
2.6 



3.2 
3.9 



■4.0 
3.9 
3.6 
2.7 
2.3 



Noi;theast 

North Central — — 

West; - 


48,011 
55,974. 
64,128 - 
36,036 


48,442 
56,574 
68,906 
38,230 


73.4 
72.0 
72.0 
73.5 


75. G 
75.2 
' 74.3 
'75.9 


12.7 
J1.6 
12,5 
11.4 


11.5 
. 11.1 
11.9 
lb.2 


9.7 
11.6 
.ip.2 - 
. IT). .3 


8.8 
9.6 
9.2 
9.5 


. 3.4 
4.0 

■ 4.3 
3.9 


'3.3 
3.2 
3.4 
3.3 


" Location of residence^ 


* 








t 




J 




f 




Within SMSA - 

Outside SMSA 


131,100 
73,049 


144,888 
67,265 


73.7 
70.7 


. 75.9 
'?^73.5 


11.8 

12,6 


14.1 
11.8 


10.1 
11.2 


-foil 


3.7 
4.4 


.3.2 
3.7 



^ Age adjusted by the direct method to th^ 1970 civilian noninstitc^tionalized population, using ^ age intervals. ' 

^Includes all other, races not shown separately. ' ■ " ' ' f 

^Includes unknown family income. * / v ^ - 

^ Fa^mily income data have not been adjusted for inflation; therefore trpnd comparisons for the same income category may be 

misleading. - ^ \ * . ' ' . " ^ ' 

SOURCE: Division of Health Interview. Statistics, National Center for Health Statistics: Data from the Health Interview Survey. 
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Tab liiirf . 0/fice visits to physicians^ according to.sex/age, selected principal diagnosis, and ICDA code: 

United States, 1973 and 1977 ' c ■ 

^ (Data are based On^ reporting by a sample of office-based physicians) •^ 



Age and 
principal diagnosis 




Both sexes 



Male 



Female 




. ICDAcodel 



. 1973 



1977 



1973 



1977 



Medical aHv|% exams ^ — 
Acute Ufeli^xcept influenza — 

• Prenatal care v-- -~ ^- 

^4edical and surgical aftercare 

Diseases of the hear^— — 

Hypertension — r; 

Undei- 15 years — — 

Medical or special exams — 

Scute URI,^ except in influenza 
iseases of ear and mastoid process — 
Infections and inflammations of skin 

Bronchitis, emphysema, asthma* 

Medical and surgical aftercare ~ 

15-'*'* years ^ 

Acute URI,^excepJ influenza 

Medical or special exams 

Medical and surgical aftercare — 

Prenatal care — r 

Neuroses ilnd nonpsychotic disorders — 
Sprains and strains — ^ . 

^5-6** years^ — 

Diseases of thQ heart ^ 

Hypertension — — ^ n-^ 

/Arthritis and rheumatism 

Medical and surgical aftercare 

Bronchitis,, emphysema, arfthma — ^ 

65 years and ov^r** — 

Diseases of the heart — ^ 

Hypertension •* 

Arthritis and rheumatism r 

Eye diseases, except refractive 

Medical and surgical aftercare — 

Diabetes mellitus r 



Visits per J,000 pojgulation 
2,8'f2.0 2,676.«f 2,360.«f 2,239.1 3,280.0 3,06^.6 



YOO 

'feo-'fes 

Y02 

Vio 

9M-398, «fQ2, 'fO'f, \- 
'flO-'fl'f, 'f20-«f29 >/ . 
'fOO, 'f01,^03 



171.2 
209.0 
106.1 
U«f.3 

107.7 

101. «f 



206.6 
191.1 
89.8 
90.2 

91.3' 
• 

n't. 2 



lf7.2 
■19f.2 

138.9 
119.0.. 
79.5 



162.3 
17f.8 

'86.3 
103.8 
--93.7 



1,976.0 2,027.0 



2,0^2.5 2,050.1 



193.8 
222.5 
206.0 
1W.6 

97 ft 

119. 



2^*8.1 
206.5 
17«^.7 
9«f.O; 

80.5 

130. «f 



YOO 

«*60-'f65 
380-389 
680-698 
490-^*93 
•YIO • 



«*6p-'*65 

YOO 

YIO 

Y06^ 

300-^09 

840-8^^8 



390-398, «*02, 'fO'f, 
'flO-'fl'f, (^20-(^29 

710-718 
YIO i 



390-398, '^02, 
M0-'flM20-'*29 

00,^*0 l,'f(J3 
710-718 

360-369,371-379 

YIO 

250 



288.9 
339.5 
144.6 
102. 
73. 
' 81.9 



351, 
3^*6.9 
187.9 
97. i 
86.1 
'f5.8 



291.3 
.353*'* 
163.^, 
116. 2 
79.6 
96.5 



2,710^.9 2,^*60.7 1,852.0 




1,906.8 2,003.1 



353.6 
358.4 
186.2 
93.1 
74.5 
33.8 



3,520.1 3,168.4 



172.6 
160.7 
129.9 
257.2 
144.2 
94.6 



146.2 
183.5 
86.0 
218.2.' 
135.6 
^ 80.6 



134.2 
108.3 
104.5 

97.0 
110.4 



123.8 
99.7 
76.6 

104.5 
90.4. 



208.7 , 
210.1 
153.9 
499.4 
188.6 
79.6 



167.5 
262.9 

95.0 
424.7 
165.0 

71.4 



3,498.7 3,295.4 2^958.6 2,812.2 3,985.2 3,736.7 



198.5 

236.8 
169.7 
^01.4 
107.7 



162.0 

286.5 
168.0. 
129.9 
76.1 



240.8 

193.7 
113.8 
190.0 , 
86.6' 



207.6 

238.4 
139.8 
101.9 
74.9 



160.4 

275.6 
220.1 
211.6 
126.8 



120.3 

330.5 
193.6 
^155. 4 
77.2 



4,588.1 4^,146.1 4,180.1 3,798.7 4 



,37!. 



3 4,390.5 



592.4 

404.1 
306.6 
263.0 
269.8 
179.3 



517.9 

415.1 
315.0 
231.7 
155.9 



612.2 

300.1 
183.6 
187. Si. 
302.1 
152.2 



548.4 

289.6 
212.8 
182.7 
181.3 
158.7 



578.4 

477.2 
393.3 
315.9 
247.0 
198.4 



496.4 

503;4. 
386.9 
266.2 
138.1 
226.9 



^Diagnostic groupings and code number inclusions based on the Eighth Revision International Classification of Diseases, Adapted for 
Use in the United States . . ^ • • 

2 Age adjusted by direcjt method to the 1970 civilian nohinstitutionalized population,\using 4 age intervals. ^ 
3lnclude$ office visits to physicians for the most common and 4n other principal diag^^ * .. 

* ^Upper respiratory infections. . * I *^ \ 

NOTE: Rates are based on the civilian noninstitutionalized population, excluding Alaska and Hawaii. \\ 

SOURCE: . Division of Health Resources Utilization Statistic^, .National Centfer ior . Health Statistics: Data from trte National 
Ambulatory Medical Care Survey. * ' - . * \ • . ' 
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Office visits to physicians, according txrphysician specialty and age, sex, and race<of |¥atlent: United States, 1973 and 1977 

(Data are baseti on reporting by a sample of office-based physicians) 



Age, sex, 
and race 



Total2.3— . 



All specialtites 



General and 
family practice 



1973 



1977 



1973 



"7" 



1977 



Specialty 



2,m2.0 ... -2, 670. it 1,193.7 1,036,1 



Internal 
medicine 



obstetrics and 
gynecology.. 



Pediatrics 



General, 
sur'gery 



1973 1977 ,1973 1977 



1973 



1977 



1973 



Visits per 1,000 population 
320.% 23k.7 207.2 



216.5 219.3 



303.9- 195.2 



1977 - 



165.J 



Age 



Under 15 years — 
15-'t't years — r — 
it5-G^ years — — 
65 years and over 



5ex^ 



Male — 
Female 



Race^ 



^White -- 
"Black — 



1.976.0 
2^710.9 
3,'t98.7 
it, 588.1 



2, 360. it 
3,280.0 



2,889.8 
2,5't2.6 



2,027.0 
'2,H60.7 



2,239.1. 
3,066.6 



2,7e&A 
2,278.8 



739.5 
1,137.8 
l,538.'t 
2,05't.5 



1,029.8 
1,3'H.9 



1,219.5 



656.3 
1 

1,3'tJ.O 
1,737.1 



873w8 



1,068-* 
933.9 



31.7 
2itit.9 
571A 
367.7. 



276.3. 
359.0 



'^13'.3 
365.3 



29.0 11.6 
199.8 W3.6 
569.5 " 116.9 



903.7 



26't.O 
321.2 



■300.it 
27k. 5 



i2A 



H.9 
396.3 



208.0 



6*5 
WO. 2 
160.2 
€5.t 



k.2 



223.8 
189.3 



7U.3 
21^.7 
8.3 
9.2 



228.7 
209.5 



233.6 



985:3 
<fl.6 
7.7 
3.6. 



313^2 
293.9 



319.J0 
259.1 



68.3 
181.8 
322. f 
359. f 



163. f 
223.0 



200.6 
151.3 



5'».9 
^5.1 
268.9 
319.2 



180.9 



170,0 
lf7.6 



^Includeis other specialties *iot shown separately. „ . ^ 

^Age adjusted by the direct method to the 1970 civilian non'institutionalized population, using it age intervals. 

^Includes all other races not shown.separate4y. ^ • 

NOTEt Rates' are based on civilian noninstitutionalized population, excluding Alaska and Hawaii. ■ 

SOURCEi Divisiort of Health Resources Utilization Statistics^ National Center for Health Sta^rticsi^ata from the„National Ambulatory Medical Care Survey. 
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Table 36. Office visits to physicians, according to selected visit and patient c\iara€teristics: United States, 1^3 and 1977 

(Data are based on repwtingby^j^ sample of off ice-based phj^sicians 

« Visit characteristic 

^* • ~ ^ : — . % ^ — ~- 

* . • Principal j Visit 

Patient • Patient^s problem lasted 10 Return 

characteristic first judged not rttinut^s ^ visit 

visit serious or lessl scheduled 

■ . ; • > , ■ ^ ^ ^-^ ■ * ■ 

1973 1977 1973 1977 1973^ I 1977 1973 1977 

* J . ■ ' ' ■ ■ ' ■ 

Percent of visits 

Total^'^ 16,5 15.9 52.5 53.9 51.2 • W.7 58,8 58.0 

Age f . 

Under 15 years—- 17.2 15.9 58.7 63.0 61.0 58,6 (^7 A *5.3 

15-<f«f years- — ' 20.T-^_ 19. 56.7 58.8 t^SA k?^ 59. G 59.3 ■ 

'f5-6'fyears 11.8 .12.6 'f'f.O «fl.8 'f'f.O '*i:3 65.2 66A* 

65 years and over 7.6 8.5 3'f.O 31.9 «f4.8. 'fO.8 7'*.0 73.3 * 

Sex2 ' . . ' \ ^ / 

! o ■ 

Male . 19.0 18.D «f7.9 ^^9.3 50.7 '^9^3 55.9 55.3 

Female 15.3 l'f.8 55.1 > 56.8 51.6 k^A 60.0 59.2 

RaGe2 I 

White- 15.9 15.3 52.7 5'».0 50.; U.7 58.6 58.0 

Black 21.2 20.'* 50.5 53.6 55.2 . '»9.5 60.1 58.3 

Geographic .region^ ' ' v 

Northeast—, 15rf' ' If. 5' 51.9 5^3.6 ■'»3.8 ^It^^ 63.8 61.7 

NorthCentral . If. 7 If. 8 53.5 5f.8 59. f 56.0 58,8 56.7 

South ^ 18.0 . -15.9 55.-9 55.9 52.5 51.2 "53.9 56.1 

West 16.8 19.1 «. f5.6 f9.6 • f6.f •. fl.6 61.2 . 58.6 

Location of residencev^ * . 

WithinSMSA 16.6 ' 16.6 - • - 52.6 53. f f8.2 f5.3' 61.8 59.3 

OutsideSMSA 16.2 -13.6 j 52.6 55.7 ^ 59.9 59.9 • 50.2 5f.O. 

: ^ « — S ■ ^ " ■- 

r 

^Time spent in face-to-face contact between physician and patient. . - , , ^ ^. ^ 

^Age adjusted by the direct method to 1970 civilian nqninstitutionalized jjopulationj using ^ a^ge in^ervafS 

^Includes all other races not shown separately. . ' * » . ^ ' 

NOTE: Rates are based on civilian noninstitutionalized population,* excluding Alaska and Hawaii. 

SOURCE: Division of Health Resources" Utilization Statistics, National Center for Health Statistics: Data from the Nafional 
Ambulatory Medical Care Surveir. , 

» r V . ^ .,t 
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Table 37. Dental visits and interval sint^ last visit, according to selected characteristicst United States, 1972 and 1977 

(Data are based on household interviews of a sample of the civilian noninstitutionaliz^jpopulation) 



Characteristic 



Visits per 1,000 
population 



Less than 
1 year 



Interval since last dental visit 

1 — ^ — , 



1 year- less 
than 2 years 



2-4 years 



_ 5 years 
or more 



No visits 



1972 



1977 



1972 1977 1972^ 1977 1972 1^77 1972 1977 1972 1977 



Percent of population 

1,512.5 1,612.5 ^^7.3 ^^9.8 11.6 12.8 l'f.2 i2A .13.7 13-J 12.2 10.6 



Total 



1,2,3.. 



Age 

Under 17 years — 1 , ^f7 1 . 6 

17-^^^^ years 1,607.4 

45-64 years 1,661.7 

65 years and over r-- ^64 .6 

Sexl 

Male 1,332.9 

Female , ^ 1,679.2 

■ t / . 

Race! 

White 1,622.6 

Black. ^ 706.9 

Family income^ 

Less than $5,000 943.2 

$5,000-$9,999' 1,228.4 

$10,00tf-$14,999 1,610.8 

$15,000-524,999 2,304.7 

$25,000 or more 2,735.8 

;1 

' Geographic region*! . 

'"/ ■ ■ • 

Northeast - 1,881.0 

Notth Central 1,432^^ 

Sodth . 1,214.9 

West^ — — L,672.2 

, Location oi residence ^ 



1,532.6 
1,680.4 
1.758.6 
1,308.8 



1,501.6 
1,719.2 



1,708.9 
911.1 



1,175.1 
1,203.3 
l,<f36.3 
l,8'f5.9 
2,376.5 



1,982.3 
1,570.1 
1,302.8 
1,876.5 



'f6.9 
5f .1 
f5.1 
26.9 



45.5 
48.8 



f9.8 
29.2 



32.8 

'i 52.1 
' 62.8 
71.2 



51.6 
'f9:2 
fl.6 
<f8.7 



51.0 
5f .1 
f8.7 
31. f 



48.1 
51.3 



52.1 
33.3 



36.8 

57.2 
68.0 



10.1 
l<f.8 
10.5 
6.9 



12.0 
11.3 



12.8 



11.6 
,12.3 
12.2 
10. <f 
.9.0 



5'f.6 12.0 

51.9 *'10.5 

1*1*. \ 11.7 

51.2 .12.8 



10.5 
16.7 
12.0 
7.9 



13.0 
12.7 



12,5 
15.3 



12.7 
13.8 
13.9 
12.6, 
11.9 



•s 12.1 
. 12. <f 
0.13.0 
■l<f.2 



7.1 
17.8 
18.4 
15.4 



14.9 
13.6 



13.5 
19.3 



16.9 
16.3 
13.2 
11.0 
8.0 



12.7 
14.1 
15.0 
14.7 



6.5 
15.9 
15.0 
14.1 



13.0 
11.9 



11.8 
17.3 



14.9 
15.7 
13.6 
11.2 
8.0 



U.2 
11.8 
13.9 
12.5 



1.3 
9.7 
24.2 
49.2 



14.2 
13.3 



13.3 
17.3 



18.4 
15.0 
11.9 
&.4 
» 5.8 



.3 
.5 
15.1 
12.0 



1.6 
10.1 
22.7 
45.2 



13.9 
12.7 



12.8 
17.3 



19.1 
16.9 
13.8 
10.0 
6.2 



12'.4 
13.9 
14.7 
10.7 



33.6 
2.4 
0.7 
0.8 



12.2 
12.'0 



10.9 
19.9 



19.4 
*14.5 

* 9.6 

* 6.5 

* 4.6 



29.5 
J. 9 
0.> 
0.6 



10.8 
10.4 



9.8 
15.0 



15.6 
*14.5 
11.7 

* 8.2 

* 4.8 



10.3 * 8.7 
f 10.5 . * 9.2 

15.4 13.2 
*11.0' *10.2 



Within SMSA -- 

Outside SMSA 



1,694.3 1,784.4 49.3 51.9 11.8 13.0 13.9 
lfl85.1 1,246.4 43.6 45.2 11.3 12.5 14.7 



11.9 12.6 11.9 11.4 . 10.1 
13.8 15.8 16.2 13.5 11.5 



^Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 ace intervals, 
^includes all other races not shown separately. *^ 



^inclLKjes* unknown family income. 
^Family income data have not been "adjusted for infl£i!:ion; therefore trend comparisons for the same Income category may be 
misleading. , - ■ , - - x " 

SOURCE: Division^of. Health Intervie<\^ Statistics, National Center for hWaltll Statistics: Data fcom tKfe Health InteVview Survey. 



T«ble 38. Currently married fecund women 15-44 years of age and percent wit* a family planning visit in the 3 years prior to interview, according to place of 

f most recent visit, racfe or ethnicity, poverty level income, and age: United States, 1973 and 1976 

■V (Data based on household interviews of samples of married women in the childbearing ages) ^ ^ 



1973 



1976 



JL 



Race or ethnicity 

poverty level 
income, and age 



Number of 
women in 
thousands 



RACE OR ETHNICITY // 
AND AGE / 

Total 

AH ages 15-^*'* years 

15-2^* years ~ 

' ^5-19 years 

25-3<^ years 

33-'*'* years -— 

• * V White 

All ages 15-'*'* years 

1 5-2'* years — 

15-19 years i..— — — . , | 

25-34 years — ^-^ 

35-'*'*** years ^ : ^ 

Black 

All ages 15-'*'* years' 

15-2'* years -r- — 

15-19 years — • — 

25-3^ years 

35-'*'* years 

Hispanic origin^ 

All ages 15-'*'* years * 

-15-2'^years 7 

15-19 years — - — 4 . 

•^^-3'* years 

^3^'*'* years 

See footnotes at end of table. 



23,863 



5,953 
1,028 
10,797^ 
7,113 



21,711 

5,361 
915 
9,873 
6,'*78 



1,868 

. 5'*6 
96 
"78'* 
539 



Percent 
• with 
visit in 
3 years 
pripr to 
interview 



Place of visit 



51.2 



75.5 
69.6 
5'*. 5 
25.8 



51.9 

76.9 
71.8 
55.'* 
25.9 



'*'*.i 

61.9 
. '*7 .M 
'*6 . 5 
22.6 



Total 



Own 
physician 



Organized 
medical 
services 



Number of 
women in 
thousands 



Percent 

with 
visit in 
3 years 
prior to 
interview 



Place of visit 



Total 



Own 
physician 



Organized 
medical 
services 



I 



\ 



Percent distribution 



100.0 82.5 



Percent distribution 



17.5 



22,923 



57.9 



100.0 



100.0 
lOO'.O 
100.0 
100.0 



100.0 

100.0 
100.0 
100.0 
100.0 



100.0 

100.0 
100.0 
lOO.O 
100,0 



77.5 
72.6 
86.1 
83.3 



8'*. 5 

79.'* 
75. f 
87.6 
86.7 



57.8 

5'*.0 
^^33. 9 
66.0 
'*3.9 



22.5 
27.'* 
13.9 
16.7 



15.5 

20.6 
2'*:6 
12.'* 
13.3 



«*2.2 

t 

'*6.0 
66.1 
3'*.0 
56.1. 



5,978 
1,0'*2 
10,869 
6,076 



20,553 

5,379 
918 

5,396 



1,896 

500 
98 
> 8'* 6 

550 



75j6 
76^5 
61.'* 
3'*.0 

59. i 

77.2 
77.5 
62.8 
3'*. 7, 



'*6.2 

60.1 
70.7 
'*8.3 
30.3. 



100.0 
100.0 
100.0 
lOQ.O 



100.0 

100.0 
•100.0 
100.0 
100.0 



79.2 
65.'* 
J89.'* 
88.7 



63.0 

69.0 
66.8 



15.9 



100.0 


76. & 


23.2 


100.0 


63.8 


36.2 


too.o 


SS.l 


11.9 


100.0 


86.9 ' 


13.-1 


100.0 


' 85.9 


14.1 



20.8 
3'*. 6 
10.6 
11.3 



37.0 

^^7.6 
^^35. 6 
31.0 
33.2 





ifS.l 


100,0 


6* . 2 


35,8 


1,519 




100. Q' 


67.3 


3Z.7 , 


nn 

96 
563 
529 


66.6 
•i»9.1> 

27.^3 ' 


100.0 
100.0 
100.0- 
100.0 

* 


72.7 
62.9 
62.1 
52.3 


27.3 
*37.1 ' 
37.9 
H7. 7 


'»65 

1 91 
!. 679 . 

375' 


57.0 
*'»2.0 
, 59.1 
- 30.7 


100.0 
100.0 
100.0 
iOO.G 


57.3 ' 
*22.5 
69.7 
82.9 


H2.7 
77.5 
30.3 

"'15G 



so 



Table 38* Currently married feipund women 15-44 years of age and percent with a family planning visit in the 3 years prior to interview, according to place of 

most recent visit, race or ethnicity, poverty level income, and age: United States, 1973 and 1976— Continued 

(Data Ifcsed on household interviews oi samples of married XVomen in the childbearing ages) 

, ^~ *■ . . ' 1973 ' . ^ 1976 ~^ 

Percent Place of visit Percent Place of visit 

* Race or ethnicity, with with ' . 

poverty level Number of visit in , Number of visit in 

income, and age women in 3 years Organized women in 3 years Organized 

thousands * prior to Total V • • medical thousands prior to Total wu. ^-.^j^r^ medical 

- ohysician • physician 

interview ^ ' . services interview ^ ^ services 

— — ' / .* 

,' r InSoS^'InDA?^^ Percent distribution Percent distribution ■ 

' ^ ' 1^9 percent of poverty 
income and below • 

All ages l^-'f'^ years 3,693 52.6 100.0 66.5 33.5 I" 3,001 57.7 100.0 ^66.5 33.5 

' • ■ ■ • — ^ — I . — — — 

15-2^ years 1,198 72.8 100.0 63.2 36.8 % 1,075 76.2 100.0 58.7 ^1.3 

15-19 years— 285 . 66.2 100.0 63.2 36.8 299 * 69.8 100.0 35.7 6^.3 

25-3'fyears — - 1,510 52.3 100.0 72.6 27. 1,257 53.5 100.0 75.5 2^.5 

35-'*'* years — ' 986 28.7 100.0 39.6 .. . ao.f 669 35.8 100.0 67.9 32.1 

150 percent of povej^ty ^ \ 

income and above 

> ■ ■ . . . 

All ages l5-'*'f years— V- 20,170 50. 9^.. 100.0 85.6 • I'*.'* 17,513 . 59.8 100.0 87.5 12.5 

15-2^ years '*gZ55 76.2 100.0 . '81.0 19.0 '*,3'*5 78.0 lOOiO ^ |>.8 .18.2 

15r 19 years 7'*3 71.0 100.0 75.9 2'*.1 595 ^. 82.2 ' 100.0 75.^ 2^^^. 

25-3ayears 9,287 5'*.9 100.0 88.2 11.8 8,501 63.9 100.0 5J0.0 10.0 

35-a'fyears 6,128 25.3 j 100.0 87.6 [2A '*,667 35*3 100.0 90.6 9.^* 

^Includes all women reporting any Hispanic origin, regardless of race or other ethnic origins reported. 

SOURCE: National Center for Health Statistics: Use of iamily planning services by currently married ^omen 15-^*^* yeai-s of age; United States,. 1973 and 1976, by G.E. 
HendershotV Advance Data from Vital ^nd Health Statistics , No. ^^5. DHEW Pub. No. (PHS) 79-1250. Public Health Service. Hyattsville, M<J. Feb* 7, 1979. 

: — 1 ' ' ■ ' / ■ . : 

• • ; ,• ■ • ■ ■ • : , . f- . ■ 



i Tage 39. Pisch^rges from and days af care in short-slay hospitals^ according to type of liospital and ownersliip: United States, 1972 and 1977 

(Data are basecl on repor;ting by facilities) 



159 



ERIC 



Year ana type 
of ov^ership 



All 
short-stay 
hospitals 



Community hospitals 



All other hospitals 



Total 



General 



Specialty 



Total 



General 



Psychiatric . Other 



1972 

All ownerships 



Cover rjjpnent 

Federal 

State-local — 

Proprietary 

Nonprofit 



1977 

All ownerships ; 



Government — - — 

Federal 

State-local 

Proprietary — 
Nonprofit 



1972 

All ownerships — — 



Cover nmient — 

Federal 

State-local - 
Proprietary — 
Nonprofit 



1977 
All ownerships 



Government' 

Federal 

State-local 

Proprietary — 

Nonprofit ^ 



33,255,223 



8,<^22,2'f8 
1,515,795 
6,906,^^53 
2,35^^,0*1 
22,^^78,93'^ 



36,776,693 



9,23^^,81^ 
1,882,25^ 
7,352,561 
3,066,069 
2*,'f75,/810 



27*,289,'f93 



78,^8,^^18 
23,086,732 
55,3^^1,686 
16,15if,366 
179,706,709 



291,916,502 



79,5*4762 
2*, 392, 8*5 
55,1*9,917 
21,032,130 
191,3*1,610 



31,517,**6 



31,163,*32 



Number of discharges 

35*, 01* r,737,777 



6,795,393 

I 

6,795,393 
2,308,0'>8 
22,'H'>,005 



3'>,612,817 



6,753,971 

6, {'53,971 
2,2'>7,797 
22,161,66<» 



3'>, 238,0^1 



'►^'►22 

Hl,H22 
60,251 
252, 3fl 



37'>,776 



1,^626,855 
1,515,795 
All, 060 
'►5,993 
6'>,929 



2,163,876 



7,211,300 

7,211,300 
2,992,722 
2f ,'►08,795 



7,162,791 

7,162,791 
2,928,259 
2'>,lf6,991 



'►8,509 
'►8,509 



.2,023,51'> 
1,882,253 
l'»l,261 
73,3'>7 
67,015 



2'>8,010,256 2'>5,368,'>22 



Number of days of care 

2,6H},&^H ' 26,279,237 



53,857,021 

53,857,021 
15,367,5'>7 
178,785,688 



53,281,372 

53,281,372 
15,0'>9,327 
177,037,723 



.262,99'>,611 259;659,8'H 



575,6't9 

575,6'>9 
318,220 
'l,7'>7,965 



3,33'>,770 



2'>,571,397 
23,086,732 
I,'>8'>,665 
786,819 
921,021 



28,921,891 



53,150,623 

53^150,623 
19,685,359 
190,158,629 



52,255,'^30 

.52,255,'>30 
^ 19,359,517 



895,193 

895,193 
325,8«t2 
2,113,735 



26,392,139 
2t,392,iH5 
l,999,29'> 
1,3'>6,771 
1,182,981. 



1,600,929 



102,190 



3'>,658 



1,576,'H7 
1,5110,689 
65,728 

2H,512 



1,9'>2,913 



1^1, W7 

1^1, W7 
29,801 
30,982 



169, '►55 



9,031 
5,106 
3,925 
16,192 
9,'>35 



51,508 



1,930,900 
1,872,979 
57,921 



12,013 



73,797 
2,637 
71,160 
51,597 



18,817 
6,637 
12,180 
21,750 
10,9'H 



23,505,392 



2,297,9'>9, '►75,896 



23,'H5,153 
22,968,3'>0 
'►'►6';813 

90,239 



2'>, 5912, 722 



950,020 

950,020 
628,17'> 
719,755/ 



20?,22'> 
118,392 
87,832 
158,6f5 
111,027 



3,582,305 71*6, m 



2H,m,t99 
2'>, 135,033 

. 52,223 



1,5'>3,73'> 
128,131 
J,'H5,603 

1,112,'>57 
926,11'> 



307,906 
129,681 
178,225 
23'>,31* 
20'^., 6H\ 



t 



NOTE? Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association to one of the following services: GeneraJ Q 
medical and surgical; obstetris and gynecology; eye, ear, nose, and^.hroat; rehabilitation; orthopedic; other specialty; children's general; children's eye, ear, nose, and"" 
throat; children's rehabilitati*; children's orthopedic; and children's other specialty. 

SOURC^ Division ofHealth Manpower and Facilities Statistics, National Center for Health Statistics: Dajta from Master Facility Inventory. ^ - 



T|ble 40. Dfischarges from and days of care in lion-Federal shor(»st/^y hospitals/according to sex' age, selected first-listed 
, , ^ diagnosis, and ICDA code: United States, 1972 and 1977 



i 



i 



(Data are based on a sample of hospital records) 



Sex, age, and first-listed diagnosis 



Both sexes 



Total"* — - 

Diseases of the heart 

Malignant neoplasms •r^r- — 
cture — 

Neuroses and.nonpsychotic disorders- 
Pneumonia — 



Male 



Under 13 years^- 



Pneumonia — ^— 

Fracture ' ^— — 

Congenital anomalies — 

'Inguinal hernia 

Bronchitis, emphysema, asthma • 
Intercranial injury ' 



i5-i^t^ years'*— 



Fracture — - 

Neuroses and nonpsychotic disorders 

Lacerations * — /- 

Sprains and strains — ' /■-. 

DiseasQS^ the heart — 

Interyfranial injury — 

,4 



3-6^ years^^ 

Diseases of the heart ~ 



Malignant neoplasfn| — 

Neuroses and nonpsychotic disorders — — ■ 

«Inguinai hernia — ^ — 

Fracture ^ 

Ulcer — — 



65 years and over^- 
Diseases of the heart — 



Malignant neoplasms 

Cerebrovascular disease 

Hyperplasia of prostate 

Pneumonia — v - 



See footnotes at end of table. 



er|c 



ICDA oodffl 



— 



800-829 
300-309 t 



800-829 

550, 552 
'*90-'^93 
850-8^^* 



.800-829 
300-309 
870-907 ^ 
8'^0-8'^8 

390-398, W2, W^^, 
4lQ-'^l'L'*20-^29.,. 





39q-398, ^^02, W^, 

300-309 
550, 552 
800-829 
531-53^^ 



390y398, ^^02, '^O'*, 
'^lO^'^l'*, ^^20-^*29 
^6-209 
0-<^38% 
00,^ 
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Discharges 



Days of care 



1972 


1977 


J97C 


1977 




Number per 1,000 population 




153.5 


163.3 


1,188.'> 


1,183.1 


il.9 


12.8 


126.5 


126.6 


615 


7". 8 




^ 9'>.6 


5.5 




'"""^ 62.9 i 


. 58.9 








'>7.8 


3.7 


3.5 


32.0 / 


28.7 



81.6 

5.7 

*.5 
4.6 
3.5 
2,7 
2.2 

91.0 

6.8 
5.0 

k.2 
3.1 

2.1 / 
.173.8 

26.5 

11.1 
7.8 
i 7.6 
^ 5.0 

■ 360.8 

'I 



68.6 

37.1 
22.2 
18.0 



81.4 

5.1 

3.8 
3.0 
3.5 
2.9 

98.5 

6.9 
7.1 
3.6 
3.5 

.3v0 ■ 

2.8 

195.2 

32.9 

13.8 
10.5 
7.1 
5.2 
4.0 

396.9 

76.6 

<^<^.8 
20.8 
19.6 
13 , . » 



373,. 1/ 


3^^9.9 


34.y8 


28.8 


29/4 


23.2 


2/. 5 


22.2 


m.2 


7/5 






1 8.1 




611.5 


621.x 




"a 


59.2 


53.6 , 


49.9 


58.8 


20.4 


17.1 


18.8 


20i6 


27.2 


24.1 


11.8 


14.5 


633.1 


1,679'. 3 


291.2 


291.8 


15^^.8 


169.2 


66.2 


93.8 


50.7 


40.1 


58.1 


57.0 


52.9 


' 33.5 



'f, 2^*8. 7 
# 

826.8 

538.9 
290.3 
229.0 

. L4SLiL 



4,281.5 

798.21. 

586.0 
263.1 
204.8 
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Table 40. Discharges fA)irt and days pf care in non-Federal short-stay hospitals, accordhig to sex, age, selected first-U«ted 

diagnosis, and ICDA code: United States, 1972 and 1977— Continued 
^ ^^Qftj^are based on a sample of holpital records) ^' ' 



Sex, ^agCr^ndJirst- listed diamDsis 



i^^^osij 



Female 



Under 15 years^— 



Pneumonia 

Fractupe 

Congenital anomalies 

Bronchitis, emphysema, asthma - 
Eye diseases and conditions 



l^-'*'* years'^r- 



Delivery — ^ 

Disorders of menstruation 

Benign neoplasms 

Neuroses and nonpsychotic disorder sj^ — 

Malignant neoplasms < -r- 

Cholelithiasis (gallctones) 



'^3-64 years^-^- 



Diseases of the heart 



Malignant neoplasms 

Benign neoplasms 

Disorders of menstruation 

Neuroses and nonpsychotic disorders - 



65 years and over^- 



Diseases of the* heart — 



rCDA code 



Malignant neoplasms — 

Fracture — — — — ~ 

Cerebrovascular disease 

Eye diseases and conditions — — 

Arthritis and rheunratism 



800-829 
7(^0-753 

3i60-379 



650 
626 
210-228 
300-30? 

57k 




390-3^98, '^02, '^O'*, 

«*10.«fU, mA29 

UO-209 

210-228 

626 

300-309 



390-398, k02f m, 

UO-209 
800-829 

m-m 

360-379 
710-718 — 



Discharges 



Days of care 



1972 


1977 


1972 


1977 




If 

Number per 1,000 population 




6i5.3 


465.0, 


282.8 ■ 


• 26T.8 


It. 5 ' 

2.5 

2.9 

1.8 

1.5 


3.7 
2.3 
2.it 
2.1 • 

^' 1.3 


26.3 
16.1 
' 17.3 
8.7 
3.5 


19.8 
'11.3 
15.1 
8.1 

P 3.2 




217.6 


1,141.8- 


1 ,065.0 


7.8 
7.3 
• 6.2 
3.1 
3.0 


67.8 
8.1 
6.9 
6.8 
3.2 
2.8 


292.4 
Jo. 2 
40.9 . 
61.4 
31.9 
• 2^^ 


259.2 
27.6 
36.9 
59.3 
25.8 
22.5 


1/7.7 
) 


lOl.t 


1,645.7 


1 ,696.5 


13.7 




151.8 


152.0 


[it.O 
. 8.7 
7.2 
, 5.6 


I6.it . 
8.4 . 
7.7 
6.6 


196.0 . 
62.4 
29.2 
67.5 


; 192.3 
52.0 
26.9 


31^.3 


* 358.6 


3,944.7 


4„068.2 


5'>.2 


6'>.3 


698.6 


730. -i 


23.7 
21.1 
19.6 
12.2 
9.0 


2^.8 
22.2 
20.3 
. 15.9 
10.6 


367.2 
381.2 
286.-2 
85c6 
120.4 


420.8 
357.1 
nit.it 
72.4 
135.6 



^ Diagnostic groupings and code pumber inclusions based on the Eighth Revision Internati onal blassif ication 

Use in the United Spates * , ^ - u ^ ..^ic 

1 Age adjusted by the direct method to the 1970 civilian noninstitut^onalized population, using ^ age. intervals. 

^ Includes data for which sex was not stated. 

^ Includes all diagrioses. 

NOTE: Rates are based on civilian noninstitutionalized population. 

SOI4RCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: 
Dischargcr'Survey- ^ * 



of Diseasg^t Adapted for 



Data from the Hospital 



. , . •■ • / (. '■ .. « ■ ■ ■ ■ • 

f • 

TaUe 41. Discharges from and d^ys of care in non-Federal short-stay hospitals for all patients and for R^tienls With 
, surgery, according to bed size of 'hospital iMId age of patient: United States, r972 and t977 ' \ 

^ • . (Data are based on a sample of^J^spital recor'd^) ' [ • ' 



4 



Bed size of 
hospital and 



100-199 beds 



Discharges 



Days of care ; 



All 
patients 



Patients 
with surgery 



All 
patients' 



\ ' Patients 
1^ with surgery 





1972 


1977 


1972 


1977 


1972 


1977 


1972 . 


1977 


. All sizes' 








Number per 1,000 population 








All ages ™ — - 




lb.? • J 


ol . J 


68.'* 


1,188,4 1 


, loJ . 1 




.> 1 1 . 


^ Under 15 years 

15-'*'* years — 

k^'d^ years 

65 years and over — r— ^ 


' 73.7 
156.0 
177.2 
3:}2.9 


73.3 
159.7 , 
198. f't 
37'*.'* 


3'*.0 
66.9 

9'5.7 


31.6 
7'*.'^ 
8'*. 7 
118.8 


^ 329.5 
886.8 
l,6^^2.7 1 
4,076.8 . H 


308.2 
849.2 
,688.3 
,156.3 


131.7 
408.2 
725.8 
1,361.1 


12'*. 0 
'*05.5 
776.2 
1,555.'* 


6-99 beds 


















- All ages^'-- 

I 

15-'*'* >ears-^ . 

'*5-6'* ye^hs 

6*5 years and over-; — 

•» » 


■': 33.1' 


32.3 


J* 

. 9 a 


. 8.9 


209.3 


192.1 


57.5 


51.5 


15.2 
■ 32.2 
35.5 
86.2 


30.2 
38.7 
. 85.3 

• 


10.8 
10.0 
12.'* 


f.3 
10.6 
10.1 
13.3 


53.5 
139.5 

246.0* . 
896.7 


42.1, 
132.4 
250.3 
772.2 


17.9 
54.4 
74.1 
li4.3 


\ 12.2 
'*7^0 
70.'* 
1^8. '^ 
1 



Airag^s^'? • 


28.7 


27.8 


10.5 


11.2 ^ 


208.2 


185.8 


74.5 


71.8 


Under 15 yeaFs^r-^ ' 


. 1'*.3 


13. '* 


5.9 


5.3 


. 60. r 


51.8 


19.7 


17.9 


15-'*'* years 


29.0 ' 


27.3 


11.6 


12.8 


l'*9.1 


128.7 


61.6 


58.6 


'*5-6'* years 


31.1 


31.6 


11.8 


12.'* . 


263.0 


252.1 


101.4 


101.8 


65 years and over ' 


65.3 


6'*.9 


. 17.3 


19.3 , 


787.5 . 


689.0 


236.7 


225.5 


. 200-299 beds 










f 








M agei^'^---- -r 


26.1 


. 25.3 


11.3 


11.2 


205.6 


183.9 


89.2 


83.5 


Under 15 years—- ^- — 


13.3 


12.1 


6.8 


\ ^•'^ 


5.8.2 


49.1 


0.25.4 


19.8 




26.1 


2'*. 6 


11.7 


111.9 


1^*^.5 


126.6 


71.2 


6'*. 2 


'*5-6'* years * 


30.0 


29.0 


13.6 


13.'* 


28'*. 7 


247.0 ' 


133.9 


119.1 


65 years and over— 


' 56.5 


eo.2 


18.5 


• 20.5 


717.5 


697 .,2 . 


Z60.8 , 


280.7 



See footnotes at end of table. 
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Table 4L pischargfS from and days of care in non-Federal short-stay hospitals for till patients and for patients with 
surgery, according to bed size o( hospital and age of patient: United States^ 1972^and 1977^Contijiued 

(Data are based on a sample of hospital records) " T . 

• », ■ ^• 

' i • • ~ ' '. 

Discharges Days oJ[ care 

■ . • . . ■ _j 

\ Bed size of. All \ Patients . . AH ^ \ Patients 
hospital and, , patients * with surgery patients wit> surgery 
age of patient ^. \ ; , * ' 4 

. 1972 1977 1972 M977 1972 1977 " 1972 1977 

. , — • ; ■ ^ ' : — ■ ■■ — ; ■■ 4 

300-499 beds Number per 11,000 population 

/ll.agesV*^ 36.5 . 44.5 16.8 • 20.7'^ t303.5 340.8 135.7 159.3- 

Under 15 years— 17.3 19.7 9.1 9.4 76.9^ 81.6 . 32.0 . 34.1 

15-44years 37.0 43.4 •4-7.6 21.6 228.1 241.2 107.2 119.4 

45-64 years 44.6 56,7 21.0 27.0 452.8 515.6 217.6 - 254.2 

65 years and over— 74.4 . 97.1. 2A2 *36,9 984.2 1,166.6 392.0 501.0 

500 beds or more 

.T 

AUages^'^ — ' 29.1 ' 33.5 13.5 16.5 261.7 ^ 281.5 128.7 l'»5.2 

- ' ■ / t ' ° 

JJoder 15 years 13.6 15.0 6.3. 7.1 80.8 83.5.- 36.7 fO.l 

15-'t't years- 31.6 3f,3 15.2 17.5 " 220.6 220.3^ 113.8 116.-3 

^5-6t years—-- --- • 36.0 HIA 17.0 21.8 396.2 . f23.2 198.8 230.6 

65>ars^d over -— 50. f 67.0 20. if 28.7 - 690.9 ''831.2 317. 399.7 

> [ — ^ ^ ^ 

^Includes age nt)t Stated. . , . 

• Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals. ^ ^ 

,. ■ . 

.NOTES: Excludes newborn infants. Rates are based on the civilian noninstitutionalized population. 

SOURCJE: Division of Health -Resources Utilization Statistics, National Centier for Healt'h Statistics: Data from the Hospital 
Discharge Survey. 

■ . . ■• ■• I ■ , . . 




Table 42. Distfharges from and days of care in short-stay hospitals, according to selected characteristics: 
' ^ ' , United States, 1972 and 

• (Data^e based on household interviews of a sample of the civilian noninstitutionalized population) 

Discharges! Daysof carel 

Characteristic 

• 1972 1977 "^^^ <972 I977 
'■ ■■ — ■ 

Number per 1,000 population 

TDtal2'3d...... J23.3 122.1. 1,10».» 1,008.6 

Age . - 

Under 17 yearif- 68.8 * 62:6 371.6 ' 349.6 

17-JJ years 115. HO. 2 , 817.'f 773.5 

J5-6«» years - I6OJ 166.0 , 1,678.9 1,510.5 

65 years ana over 262.-2 , ^ 27'f.6 \ • 3,39'f.l - 31042.0 

Sex2 ' , ; " • ■ 

Male--—. -•- 11*6.3 : 120.4 ^ -1,160.0' 1,065.7 

Female— — — 130.3 ^ 123.7 ■ . 1,048.7' 951.5 

Race^. ' ' . • 

White- -— ^- 124.5 . ^ 121.4 1,061.4 962.9 

Black — 118.2 \ 132.9 1,409.7 1,354.9- 

Family income - 

Less than $5,000 —— 142.5 * 158.3 1,444.2 1 541 0 

$5,000-$9,99^ 129.2 139.8 1 191 3 ^ iS'? 

$10,00t)-$14,999 119.5 124.0 'J923 105^1 

$15,000-$24,9-»9- 114.1 ^JiJ 'H^'l _. 

$25,000 or more — -^8.4 93.4 ■ 745.6 678!8 

Geographic area^ • , ' » 

North^st 109.7 110.1 ' 1,116.0 " 1,024.9^ 

North Central 128.5 ^ . 129.8 1,133.3 1 069.9 

Souths 133.6 • 132.7 1,145.2 Oo51.2 

West ^ — 118.3- 109.7 934.9 834.9 

Location of residence?" * » . 

:WithinSMSA 117.£i , 116.5 ^ . 1,085.0 ' 1 036 3 

OutsideSMSA 133.7 •. 133.8 \ 1,120.3 " ne'.j 

1 \ ^ ^ ~ 

* Excluding deliveries. 

Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals. - " ' \ 

Includes all oth^r^races not shown separately. ■ 

Includes unknown family income. • / 

Family income data have not been, adjusted for inflation; therefore trend comparisons for the sa/e income category mav be 

misleading^ • ' ^ ^ ^ ' ^ 

. K ■ '-^ ■ ■ 

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey. 



tibic 43. Operattoti^for inpatients discliargcil from noi^-Fedexal sliort stay liospitals^accor(iln||to sex, age, iehding 
surgical category, and Seventh and Eighth Revision^ ICDA codes: IJnited State^^iverage fflinual 1966-67 and 
• 1976r77 • 

- (DaWare based on a*€ample of^hospital records) ^ 



ICDA codes 1' 



Operations 



Sex, age, and leading surgical category 

^ ' — J — ^ 

Both sexes2 * . * ^ 
Total^- — r 

Biopsy — ' — 

Dilation and curettage of uterus — 

Hysterectomy "T"" 

Tonsillectomy with or without adenoidectomy 

Repair of inguinal hernia — — — 

Male 

Under 15 years^ 

" * f 

Tonsillectomy, with or without adenoidectomy 

Myringotomy ^ — 

Repair of inguinal hernia — w zr^ — ■ 

Closed reduction of fracture without fixation 

App^ndectonrty^ 

years^ — — 

Repair of inguinal hernia — --siiTr- 

Excision of semilunar cartilage of knee joint 

Appendectomy^ ' — " 

SOture of skin or mucous membrane ^ 

Biopsy - — — ^ 

'f5-6'f years^ t 

Repair"of inguinal hernia 

Biopsy 

Cardiac catheterization 

Prostatectomy 1 *' ' 

Excision of lesion of skin and subcutaneous tissue — - 

65 years and over^ t 

Prostatectomy * 

Biopsy — " ■ * 

Repair of inguinal- hernia r|jf -y 

Extraction of lens 

Lo<;al excision and destruction of lesion of bladder — 

. See footnotes at end of table. 



Seventh 
Revision 


Eighth 
Revision 


1966-67' 
average 


1976-77 
average 


1966-67 
average 


1976-77 
average 






Number in 
thousands 

\k,3\2 20,623 


Number per 1,000 
- . populatioi*- 

78.4* -^94.^5 


,72.8 
72.3-72.6 
27.1-27.2 
(fO.O-'fO.l* 

• 


A1-A2 ' 
'Z0.3-7'».7 

69.ia^.5 

21.1^1.2 
38.2-38.3 


480 
1,119 . 
/ 519 


1,1'»5 
1,076^ 
691 
623 
■ 520 


4.0 
2.6 
. 5.5 
2.7 


' 5.2 
4.8 
3.1 
3.3 

V 2.5 

1 . 






1,'»22 . 


1,2'»9 


46.7 


47.2 


27.1-19.2 

• 

^40.0-'»0.1 
^82.0 
■05.1 


21.1- 21.2 
17.0 

38.2- 38.3 
"^82.0 

fl.l 


'»69 

115 
81 
. 79 


218 
132 
87 
65 
55 


15.4 

3.8 
2.7 
2.6 


8.2 
5.0 
3.3 
2.5 
2.1 


• . . 




. 1,968 


2,669 


54.9 


58. i 


'fO.O-'fO.l 

83.5 

05.1 

— 


38.2-38.3- 

86.5 

fl.l 

92.5 

A1-A2 


113 . 
39 
105 
100 


123 
9'* 

Oil 

9'> 
78 
79 


3.2 
1.1 

2.7 

3.1 


2.7 
2.1 

1.7 
1.7 


1 






2,162 


/?1 .8 


104.6 


66 . 1-66 . 3 
89.1 


38.2-38.3 

-A1-A2 

30.2 

CC> 1 CO ^• 

58 . 1-58 .J 
92.1-92.2 


151 
8 

51 

67. 


157 
l'»7 
10^^• 
78 
70 


8.0. 

, 0.4 
2.7 
3.5 


7.6 
7.1 
5.0 
3.8 
3.4 




• • • 


1,010 


1,67'* 


129.8 


^84. 3 


'66.1-66.3 

ao.o-w.i 

"^IZ. 3-17.5 
63.1 


58.1- 58.3 
A1-A2 » 

38.2- 38.3 

56.1-56.2 


l'»9 

80 
52 
28 


204 
152 
'94 
84 
52 


19.2 

10.3 
6.7 
3.5 


22,4 
16.7 
10.3 
9.3 
5.7 
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Table 43. Operations for inpatients discharged from non-Federal short'^tay liospitals, according to sex, age, leading 
Jb||$;ical category, and Seventh and Eighth Revision ICDA eodcis; United States, average annual 1966-67 and 

• 1976-77— Continued ^ 

. (Data are based on a'sample of hospital records) - 
,^ . ICDA codes^ Operations ' 

■ ; \ 

Sex, age, and leading surgical category ' 

Seventh Eighth 1966-67 : 1976-77 1966-6? 1976-77 

' * * Revision Revisipn average average average average 

Number in Number per 1,000 

Female * thousands popi^lation 

Under 15 years 3 ... 1,002 879 3^.1 3'f.5 • 

Tonsillectomy, with or without adenoidectomy 27.1-27.2 21.1-21.2 ^33 206 1^.7 8.1 

Myringotomy . — 17.0 — 83^ — 3.3 

Appendectomy 5-;^ ^5.1 ^1.1 66 ^1 2.3 1.6 

Dilation of urethra ^ 6^.5 57.5 29 38 1.0 1.5 

Closed reduction of fracture without fixation ^82.0 ^82.0 42 33 iA ^ 1.3 

Adenoidectomy without tonsillectomy ^ 27.3 21.3 14 3$ 0.5 K4 

15-44 years-^ — ^ ... 4,574 6,937 115.4 143.5 

Dilation and curettage of uterus ' >2.8 70.3,74.7 486 732 12,3 15.1 

HystereoteflThy-.^ — ^ 72.3-72.6 69.1-69.5 284 . 425 7.2 8.8 

Cesarean section -t- — 78.0-78.4 77.0-77.9 168 414 4.2 8.6 

Ligation and division of fallopian tubes, bilateral 71.5 68.5 70 377 1.8 7.8 

Biopsy- — — — A1-A2 297 — \ 6.2/ 

Oophorectomy, salpingo-oophorectomy ^ 70.2-70.5 67.2-67.5 169 255 '^•^ / 

* ■ ' I . . . ■. 

45-64 years3 2,288 3,189 111.7 1/0.9 

Biopsy o--. A1-A2 — 275 * ~. . 12.1 

Dilation and curettage of uterus — ' 72.8 70.3,74.7 226 293 11.0 ' 12.9 

Hysterectomy—- — - — — — 72.3-^72.6 69.1-69.5 168 222 * 8.2 9.^ 

Oophorectomy, salpingo-oojJhOrectomy 70*2-70.5 67.2-67.5 > 102 168- ?.0 7.4 

Cholecystectomy ^ — 53.5 43.5 ^ 111 125- 5.4 ^ 5.5 

65 years and over^ — — — — 'V , _ , 1,052 1,863 /. 104.0 143.8 

Biopsy—-— -— ^ A1-A2 162 — 12.5 

Extraction of lens ^ ^^7. 3-17. 5 .^14.4-14.6 79 156 7.8 12.0 

Reduction of fracture with fixijtion ^82.2 82.2 79 122 7.8. 9.4 

Cholecystectomy — — 53.-5 43.5 56 65 5.6 5.0 

Excision of lesion of skin fuid subcutaneous tissue — 89. 1 92. 1-92.2 34 50 3.3 3.9 

Dilation and curettage of uttrus 72.8 70.3,74.7 30 46 3.0 3.6 

1 ' ^ • 

* Surgical groupings and code number inclusions based on the Seventh Revision and Eighth Revision International Classification of 
Diseases, Adapted for Use in the United Statg g. 

^Age adjusted by the direct method to the 1970 civiliar^^ninstitutionalized population, using 4 age intervals. 
^Includes operations not listed in table. 

^ These codes are modifications of ICDA codes for use'in the Hospital Discharge Survey.* 
Limited to estimated number of appendectomies, excluding those performed incidental to other abdominal surgery. 

NOTE: Excludes newborn infants. Rates are ba§ed on th^ civilian nohinstitiltionalized population. ' 

SOURCE: Division of Health Resources Utilization Statistics, ^Nationalrftenter for Health Statistics: Data from the Hospital 
Discharge Survey. ^ ^ • 
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Table 44. Nursing home residents^ according to selected characteristics: United States, 1973-74 and 1977 

* (Data are based on^ sample of nursing homes) 

.... ' . ^ Residents 

■ * ~" — "^'^ ' 

^ 1973-7'*^ , 1977 
* Characteristic ^ ^ 

• ^ ' P*cent Percent 

. ■ . ' Number distri- "dumber distri- 
bution bution 

Total ™ ^. 1,07 5 ,,800 100.0 1,303,160" 100.0 

^. ^ — ^ ^ — -"V— 

Primary diagnosis at last e,xaminaticxi --^y^ ' n 

Diseases of the circulatory system2-X-- '»50,300 fl.9 516,800 ^.1 

Congestive heart failure ^ — --- 52,800 • 'f. j 

Heart attack ——" 4-—-,- ' 55,700 , 5.2 22,500 1.7 

Arteriosclerosis , 2<»1,800 • 22.5 26<»,000 20.3 

Hypertension — — '♦7,700 3.7 

StT^ke 113, fOO 10.5 103,500 7.9 

I 

Mental disorders and senility without psychosis^—— 262,600 2'*.'* 266,100 20. 

Psychosis, including senile — — — 78,500 6.0 

Chronic brain syndrome ^ — — I*^ 

Senility without psychosis.— 1^*6,800 13.6 26,600 2.0 

Mental retardation — — '*2,'*00 3.3 

Other diagnoses2'3!-.„l — ' 362,900 33.7 520,200 39.9 

Diabetes — ... 71,700 5.5 

Fractures ^ - ^ - ^ 39,900 3.1 

Diseases of the nervous system and sense organ? ™ 6^^,200 " 6.0 '*2,500 3.3 

Arthritis or rheumatism --S^- — ' . 

Cancer orneoplasm 25,600 lA ^ 28,900 2.2 

* ■ 

Living arrangement priof to admission 

Private residence.- '♦02,900 . 37.5 ' 509,'»00 39.1 

Arwther health facility^ 608, ^tOO 56.6 706,70fl 5J.2 

Boarding home, other place, or unknown ^^'^0° ^'^ 87,000 6.7 

length of stay since admission . 

Less than 3 months-- " ' 155,'»00 189,300 1^.5 

3 to less than .6 months ^ 103,800 9.7 22, 00 9.* 

6tole^hanl2months 155,700 1'».5 63,100 12.5 

ltolessihan3years— ^--^ 357,700 33.2 ?27,800. 32.8 

3 years or more'- — — 303,200 28.2 '♦00,800 30.8 

Median length of stay in years since admission 1-5 ... 1.6 

^ » - 

^Excludes residents in personal care or domiciliary care homes. ^ 
^Includes other diagnoses not listed below. 

^Includes unknown diagnoses. Data for 1977 also includes 56,700 residents who received no physician visits while m lacihty. 

^In 1977, <f9.'* percent of residents admitted from another health facilfty had gone to that facility from a private or semiprivate 

residence. • " • . 

NOTE: Numbers are rounded to the nearest hundred. Percents are calcqjated on basis of unrounded numbers. 

SOUiJCE: Division of Health Resources Utilization Statistics, National , Center for Health Statistics; Data from the National Nursing 
Home Survev. ♦ . 
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Table 45. Nursing home residents 69 years of age and over, according to age, sex, race and etlinU^ity, and marital status: 

United States, 1973-74 and 1977 

(Data are based on a sample of nursing homes) 

* / Residents 

1973-7'*^ 1977 , 

• .1 

Age, sex, race and ethnicity, . * 

and marital status Percent Percent. 

^ ^ Number distrl- Number * * distri- 

^ ' bution A bution 

I ^ ^. — ^ — . ■ — ^ — 

\-. ■ . 

* ' . •* 

Total 65 years and over --^ 9^1,500 100.0 ^ 1,126,000 100.0 

' — If ♦ • ' '■ 

Age . 

- ' ■ ^ 

65-7«f years-r 163,100 17.0 211,^*00 18.8 

75-8«f years- — 38«f,900 ^ kO.O (^6(^,700 «fl.3 

85 years and over — — «fl3,600' «*3.0 'f«*9,900 «f0.0 

Median age in years — 82 ' ... 81 

Sex 

Male . 265,700 27.6 29(^,000 26.1 

Female 695,800 72. 832,000 73.9 

Race and ethnicity * * 

White (not Hispanic) — - 911,200 9t.& l,0t9,m 93.2 

Black (not Hispanic) 37,700 3.9 60,800 5. it 

Hispanic 9,'»00 1.0 10,500 0.9 

Other races- r 3,200 0.3 5,300 0.5 

^arital status 

Married^ 117,100 12.2 / 135,800 12.1 

Widowed 667,100 69. / 780, (fOO 69.3 

Divorced or separatiad 32,800 3.'» 50,^00 . ■ .«.5 

. Never married -»■-- l'»'»,500 . 15.0. , 159,500 lit. 2 

'. ' — * ' ' ' '' ~- 

^Excludes residents in persopal care or domiciliary care homes. 

NOTE: Numbers are rounded to the nearest hundred. Percents are calculated on the basis of unrounded numbers. 

SOURCE: Division of Health Resouoces Utilization Statistics, National Center for Health Statistics: Data from the National Nursing 
Home Survey. ' . u . ' 
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Table 46, Additions to mental health facilities and percent change, according to service mode and type of facility: United States, 1971 and 1975 

(Data are based on reporting by facilities) 



Type of facility 



All facilitie: 



r 



Non-Federal psychiatric hospitals 



State and cjaunty hoispitals 
Private hosplitals ■ 



Vet^r^ns Administration hospitals^ 

Non-Federal gefneral hospital psychiatric units — 



Government hospital psychiatric units 
Private hospital psythiatric units 



Residential treatment centers for emotionally 
disljurbed chilcjren 



Federally-funded comrnunity mental health 
centers ^ ' z, 



Freestanding outpAtiertt clinics — 



(Jovernment 
Private 



Other mental health facilities ■ 



Service mode 



Inpatient 



Outpatient 



Day treatment 



1971 


1975 


Percent 
change 
1971-75 


1971 


1975 


Percent 
change 
1971-75 


|1971 

1 .. 
i_ 


■ 1975 


Percent 
change 
1971-75 


^Number of additions 




Number of additions 




Number of additions 




1,269,029 


1,506,856 


18.7 


1,378,822 


, 2,3ilM6 


72.7 


75,5'>5 


167,567 


121.8 




508,936 


2.9 


l'>7,383 


197,52.0 


3k.O 




17,370 


-5.8 


87,000 


383,^07 
125,529 


-5.9 
'»'».3 


129, 133 
18i250 


32,907 


27.5 
ou • J 


Id, JJf 
1 ,89'* 


111 905 
3,165 


-1'>.2 
67 1 


13'>,065 .' 


180,701 


3'*. 8 


51,6'>5 


95,370 


ik.7 


' '^,023 


12,029 


199.0 


519,926 


5'>3,731 ' 




282,677 


263, W5 


-6.8 


11,563 


1<>,216 


22.9 


215,158 
30'>,768 


1'>1,02'> 
W2,707 


-3k. 5 
32.1 


139,077 
1W,600 


127, 't61 
135,97* 


-i.k 
-5.3 


<»,291 
7,272 


3,299 
10,917 


-23.1 
50.1 


ll,l'f8 


12>022 


7.8 


10,156 


19,78'* 


9'*. 8 




3,k3l 


2kpa 

1 


75,900 


236,226 


211.2 


335,6'>8 


78'*, 638 


133.8 


21,092 


9'*, 092 


f» ■■ ' 

3k(>.i 








kik,$77 


933,7'>8 


92.7 


10,6'>2 


21,928 


106.1 








273,358 
211,319 


m,U53 
^♦86,295 

♦ 


. 63.7 
130.1 


7,737 
2,905 


8,9'H 
12,987 


15.6 
337.1 


33,350 


25,2t0 


-21*. 3 


66,636 


87,151 


30.8 


8,783 


V,501 


-ki.i 



^Includes VeteraJ Administration neuropsychiatric hospitals and Veterans Administration general hospitals with separate psychiatric modalities. 
SOURCE: National Institute of Mental Health:" Unpublished data f rorti th| Division of Biometry and Epidemiology. 
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SECTION iir 



Health Care Resources 



a 



A. Manifower 

The number of people employed in the health care industry 
rose from 4,2 million in 1970 to 6,7 million in 1978^^an 
increase of nearly 60 percent. The total number of 
employed people in the U,S, economy as a whole rose by 
20,1 percent during.the s?ime period. Therefore, about 1 
out of every 7 new jobs created betwcjen 1970 and 1978 
were in the health industry. 

In 1978, mor^ than one-half of all health industry per- 
sonnel worked in hospitals. The 1,1 million registered 
nurses formed the largest healt|i occupation group. 

Both the number of physicians and the number of 
**other related personnel'' have grown rapidly. Between 
1^70 and 1978, the number of medical and osteopathic 
physicians .grew by 51 percejjUlo 424,000. Similarly, the 
number of employed persons 16 y^rs of age and over in 
**all other health related occupations^ grew by 53 percent 
to 4.7 million. Showing especially large increases were the 
number of health adniin^trators and health dides (exclud- 
ing nurses). Both groups doubled ill number between 1970 
and 1978, 

Approximately 91 percent (about 380,000) of all physi- 
cians were professionally active in 1977, The average 
annual percent increase in the number of active physicians 
has grown slightly each decade since 1950, 1,7 percent 
from 1950 to 1960, 2,2 percent from 1960 to 1970, and 2,9 
percent from 1970 to 1977, 

Since the population has been increasing at a slower rate 
|: than the supply of physicians* there has been an increase in 
the ratio of active physicians to population. This ratio 
grew from 14,2 per jo,000 in 1950 to 17.9Mn 1977, All of 
this increase opcurred shice 1960, \ 

In looking at trendsv according to physic^^n specialty 
from 1970 to 19771 the proportion of active physicians in 
primary care remained Tairly constant <just beldw 40 per- 
cent). However, there were changes in the number of 
physicians within each primary care specialty— a 



» Prepared by Steven R. Machlin, Division of Analysis. National 
Center for Health Statistics. / 

1 These data exclude people working in health related occupations who 
were not epfiployed in the health care industry (as defined by the U.S. 
Bureau of the Census)^ including pharmacists in drugstores, school 
nurses, medical school faculty, etc. 
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49-percent increase for internal medicine, a 35-percent 
increase for pediatrics, and a 4-percent decrease for 
general practice. These changes indicate that primary care 
physicians are becoming more specialized. It should be 
noted that data on primary care general practice physicians 
do not distinguish between general practice and family 
practice. Therefore, the 4-percent decrease ||n general prac- 
tice may mask a growth in family practice that could have, 
resulted from the recent Federal and State backing of the 
family practice concept.^ , 

The number of active physicians in medical specialties 
other than internal medicine and pediatrics increased by IS 
percent since 1970, and the number of surgical specialists 
increased by 18 perceht. General surgeonts account for 
nearly one^hird of all surgical specialists; thley have grown 
in number byx^nly 10 percent since 1970. Obstetricians and , 
gynecologists torm nearly one-quarter ofi, the surgical 
specialists and have increased in number by 25 percent^ 
from 1970 to 1977. Orthopedists have increaied in number 
by 29 percent since 1970 and became thelthird largest 
surgical specialty in 1977. y 

The remaining large specialty groups ^11 showed 
increases between 1970 and 1977 as follows: 
anesthesiology, 29 percent; pathology, 21 percent; 
psychiatry, 18 percent; and radiology, 16 percent. The 
number of diagnostic radiologists doubled between 1970 
and 1977, probably as a result of the increasing technology 
available in this field. 

Proje^ons by specialty group suggest that from 1980 to 
1990 there will be a 49-percent increase in the number of 
professionally active physicians in primary care, a 
39-percent increase in other medical speciaities, an 
i8-percent increase in surgical specialties, and a 21-percent 
increase in other specialties. The projected increase of the 
population over that period is only about 10 percent. 

In 1977, the number of active non- Federal physicians 
per 10,000 ^population varied from 20.4 in the Northeast 
Region to 14.5 in the North Central Region of the country. 
There is also considerable geographic variation in patient 



2 Bureau of Health Manpower: Supply and distriGution of physicians 
and physician extenders. Graduate Medical Education National Advisory 
Committed St(^ff Papers. DHE>y Pub. No. (HRA) 78-11. Health 
ResouTces Administralion. Hyattsville, Md. 1978, p. 10. 
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care physicians by specialty. In 197>7, these- ratios per 
M),000 populatien ranged from 5.4 in the South Region to 
7.3 in the Northeast for primary care, -from 0.7 in the. 
South and North Central Regions to 1^1 in the Northeast 
for other medical specialties, and from 3.8 in. the North 
Central Region to 5.2 in the Northeast for surgical 
specialties. ^ . , ' ^ 

Geographic .variations in the ratios of physicians and 
specialists to population, however, were not as large in 
1977' as in 1^2, These ratios increased fastest in the South 
Region, whi^h had the lowest rates' in 1972, ^nd increased 
slowest in the Northeast, which had the highest rates in 
1972. However, ''in very broad geographic terms, there 
has been only linititeci progress made toward a more even, 
distribution of practitioners, despite the recent increases in 
the aggregate supply%f health professionals."^ There 
remains a paucity of physicians in rural and inner-city 
areas. 

It should also be noted th^t the geographic distribution 
of physicians is not necessarily an adequate indicator of 
the population's access to medical care. Varying produc- 
tivity among medical personnel can affect the quantity and 
quality of patient care. The available data do not measure 
the extent to which productivity varies anKJ|^'g geographic 
areas. 

Additionally, the data do npt indicate how many hours 
per week an ''active" physician devotes to patient care or 
how miany patients a physician actually cares for in a given 
week. Face-to-face contact time .and the number of 

Vs. 

patients seen may vary by patient characteristics, by 
metropolitan and nonmetropolitan locations of the 
medical practite, and'by the organizational structure of the 
medical practice. , / 

Most physicians are in individual practice. 'However, 
group medical practice is currently being advanced as a 
possible approach to improving the distribution of medical 
services. Some researchers and policymakers have sug- 
gested that creation of such groups in rural areas, or 
expansion of existing gfoups, would attract physicians and 
help alleviate the relative physician manpower shortage in 
these areas.^ 

• The Center for Health Services Research and Develop- 
ment of the American Medical Association conducted 
surveys to determine the growth of group medical practices 
and to describe important organizational characteristics of 
medical groups. Findings from these surveys indicate that 
almost a quarter (24 percent) of active non-FederaJ physi- 
cians in the United States practiced in medical groups in 
1975, compared with 18 percent iill969. Between 1969^and 
1975,.the.annual growth rate of medical groups was 5 per- 
cent, and the annual growth rate of physicians practicing 
in medicat groups was 9 percent. 



3 Bureau of Health Manpower: A Report to the President and Con- 
gress on the Status of Health Professions Personnel in the United States 
(Advance Issue). DHEW Pub. No. (HRA) 79-93.. Health Resources 
Administration. Hyattsvllle, Md. War, 1979, p. 1-2. ^ 

Eisenberg. B., Cartwell, J.: Policies to influence the spatial distribu- 
/tipn of physicians, a conceptual review of selected programs and empir- 
J ieal evidence. Medical Care 14;455'468, 1976. 



Comparison of medical groups by geographic division 
shows that in 1975 the AVest North Central Division had. 
the highest percent of active non-Federal physicians in 
•group practices (39.4), and the Middle Atlantic Division 
had the lowest (14.3). New England had the greatest 
growth rates of both'group practices and group physicians 
between l%9/ and 1975. The average number of group 
physicians per group practice was highest in the Pacific 
Division (10^5) in 1975. 

The numbers of health professions schools a^d 
graduates of these schools have expanded dramatically as a 
result of a series of Government acis and programs in the 
1960's and 1970's. In 1>^7, there were 4 J more me(iical 
schools, 17 more dental ^^ols, and 3 more opto/netry 
schools than in 195.^, The ratios of professional ^chool 
graduates in 1977 to. those in 1950 were 2.6 for mediialand 
osteopathy, and 1.9 for dentistry. The number of phar- 
macy school graduates in )977 was nearly double that in 
1960. ^ 

The fear of a possible physician shortage that triggered ' 
these acts is beginning to be replaced by concerns.about a 
physician surplus in the next 10 to 20 years. Projections 
indicate that there will be between 6 and 7 more physicians 
p?r 10,000 population in 1990 than in 1977 (24.4 versus 
17.9). The Health Professions Educational Assistance Act 
of 1 976 is designed primarily to produce more primary care 
practitioners and improve health services in manpower 
shortage areas, rather than to increase overall p^iysician 
supplies. 

• Additionally, studies conducted by the U.S. Cpngres- 
siorfal Budget Office and the U.S. Department of Health, 
Education, and \yelfare indicate that the future supply of 
nurses will probably be sufficient. There is concern that 
there >viJ14)e an oversupply oLnutses if. extensive J^ed£xaL 
aid to nursing^schools is continued. 

in contrast to these trends for nurses and physicians,' 
**there appears to be a shortage of optometrists and other 
vision care practitioners in the United States." ^ Since the 
number of optometrists is gfowing slowly^ aijd a large 
number are expected to retire in the late 1980's, this 
shortage may increase in the future. , 

B. Health facilities 

Inpatient health care facilities include short-stay hospitals, 
bng-stay hospifels, nursing liofnes, and other facilities 
^ch as homes for the mentally retarded and the 
ettiotionally disturbed. Short-stay^Ud long-stay hospitals 
are distinguished by the average l^length of » stay of the 
patients discharged from them. In short-stay hospitals, the 
average length of stay is less than 30 days; in long-stay 
hospitals, the average length of stay is 3€ days or more. 

Most hospitals in the United States ar^ defined as short- 
stay. The number of beds in short-stay hospitals increased 
from 1,004,854 in 1972 to l.,038>348 in 1977, a rate of 



5 Bureau of Health Manpower: A Report to the President and Con-^ 
gress on the Status of Health Professions Personnel in the United Stales 
(Advance Usue). DHEW Pub. No/ (HRA) 78*93. Healt]^*' Resources 
Administration. Hyattsville. Md. Ajlg. 1978. p. VUL — 



growth of 1.6 percent per year. Short-stay hospitals 
accounted for 80 percent of all hospital beds in 1977, com- 
pared with about 69 perdent in 1972. 

About 90 percent of short-stay hospitals are community 
hospitals (i.e., non-Federal short-stay general and other 
specialty hospitals, Accluding psychiatric, alcoholism, dtug 
abuse, tuberculosis, and chronic disease^hospitals, and the 
hospital units of institutions such as prisons). The$e com- 
munity hospitals also account for approximately 90 ber- 
cent of the beds and 94 percent of the discharges fropl all 
short-stay hospitals. Furthermore, 56 percent of the com- 
munity hospitals are nonprofit iriistitutions, 30 percent are 
run by State or local governments, and tKe remainder are 
proprietary. The nonprofit hospitals account for 70 per- 
cent of all community hospital beds and 71 percent all 
community hospital discharges. 

The growth in th^ number^^Df^ommunity hospital beds 
was stimulated in ijart by the Hospital \Survdy and Con- 
struction Act of 1946 (commonly called the Hill-Burton 
Act), which initiated planning for health facilities in every 
\ State and provided FederaUunds for the construction o|^ 
health facilities. The number of community hospital beds 
per 1,000 persons in the United States^ increased from 3.2 
in 1940 to 4.6 in 1977— a 44.0-percent increase. 

Hill-Burton funds were jillocated to areas with bed 
shortages. These allocations ^ere partly responsible for the 
wide variations in the rate of growth of beds among divi- 
sions of the country. For exampld, the East South Central 
and West South Cwtral Divisions traditionally have had 
low bed-to-population ratios. The number of community 
hospital beds per 1,0(X) persons in these divisions increased 
by more than 100 percent fromM940 to 1977, while the 
ratios declined 4.5 percent and 7.3 percent in^he New 
England and Pacific Divisions, respectively. Hence, many 
of the divisions and States with below average bed-to- 
population ratios in 1940 had ratios gfbove the national 
average in 1977. ' ^ 

Howeyer, the bed-to-population ratio? still varied con- 
siderably among States in 1977, from 7.2 in the District of 
. Columbia anb 7.1 in North Dakota to 3.1 in Hawaii and 
Utah and^ 2.4 in Alaska. Geographic- and social 
♦ characteristics explain some of this variation. For example, 
one reason the District of Colombia has a large bed-to- 
. population ratio is that it Serves many residents of 
Maryland and Virginia. Also, the low figure for Alaska 
does, not take into account the availability of short-stay^ ^ 
Indian Health Service hospitals, which are not classified as 
community hospitals. Therefore, the distribution of com- 
munity hospital beds across the country may not be as 
inequitable as comparisons of some of the bed-to- 
population ratios would indicate. 

Among divisions, the West North Central had the 
highest bed-to-population ratio in 1977. The States in this 
division are characterized by relatively low physician- 
* population ratios. People in the West North Central States 
rely more on inpatient care relative to ambulatory care 
than people in other divisions of the country^. 

According to the National Guidelines for Health Plan- 
ning ^ssued in 1978 by the Secretary of HjealtK, Education, 
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and Welfgire, the number of 'non-Federal short-stay 
hospital beds (including short-stay psychiatric beds) should 
be less than 4^.0 for every 1,000 persons in a health service 
area. Too manfy beds in an area d)ntribute to escalating* 
costs "and mky encourage improper use of hospital 
resources. / / - * ' 

There is ^considerable variation among the States and 
divisions in occupancy rat^^. The occupancy rate for com- 
munity hospitals rose steadily in most divisions of the 
country from 1940 to 1970, From 1970 t& 1977, however, 
all divisions experienced slight declines in their occupancy 
rates. Although most divisions had higher occupancy rates 
in 1977 than in 1940, all except the Mid-Atlantic Division 
had rites below the 80-percent tninimum that is recom- 
mended in the National Guidelines for Health Planning. 
The West North Central, West South Central, Mountain, 
and Pacific Divisions all had occupancy rates less than 70 
percent. Since a large portion ofhospttal costs are fixed, 
these unoccupied beds create extra hospital careycosts. ' 

The ratio of full-time equivalent emt)loVees tosaverage 
daily patients in community hospitals (i.e., the nu/iber of 
patients in a community hospital on an averageCday) has 
been increasing at a rate of almost 3 percent per year since 
1960. In 1977, there was an average of 3.7 employees per 
patient on an average day. This represents an mcrease of 
almost 1.5 employees since 1960. The increasing technical 
complexity of hospital care contributed to the increase. 
Intensive care units, for instance, were still relatively rard 
^in 1960. At the present time, nearly all large hospitals have 
such units as do many relatj^^ely small dnes. The heavy 
staffing requirements of intensive care units and similarly 
technically advanced services results in increased hospital 

A:osts. • " m 

All States of the country had irioriFemplQyees per 
average daily patients in 1977 than in 1960. Vermont and 
' Maryland' are the only States where the number of 
employees per patient decreased between 1975 and 1977, 
' *1rhe number of outpatient yisjts per 1 ,000 patient days in 
community hospitals in the United States increased at an 
annual rate of 5.4 percent ftom J970 tol9'/5. All States 
except South Dakota and California experienced increases 
in this ;lte from 1970 to 1975. However, between 1975 and 
1977, the annual increase for the United States slowed to 
1.5 percent, and 13 States /experienced a decline. Thus the 
increasing ininact of outpkient care op hospitals may be 
tapering off., w , ^ j 

ywhile short-stay hospitajJ?'1^a^^p been expanding, the 
apposite is true for Ibng-sVy hospitals. Between 1972 and 
/977, the number of lOQfc^lay^ hospitals (ndt including 
nursing homes) in the United States decreased from.757 to 
597, and the number of long-stay hospital beds decreased 
from 461,598 to 277,278. Approximately 3 out of every 4 
long-stay hospital beds in the 1970's have been in 
government-owned psychiatric hospitals. The decrease in 
the number of long-stay hospitals and long-stay hospital 
beds has been largely the result of reductions in the number 
of long-stay psychiatric hospitals. This trend reflects the 
shifting pattern of psychiatric ca^e from long-term to 
^hort-term hospitals and from inpatient to outpatient care. 



Community mental Jie^ltK Isenters and psymiatric 
outpatient clinics establisHed in the 1960ls and 19fo's are 
now providing psychiatric 'care on an outpatient basis. 

There also have been substantial decreases in the number 
»of tuberculosis and general lorig-stay hospitals and accom- 
panying hospital beds from 1^2 to 1977. These decreases 
reflect the declining incidence^of tuberculOys and the shift 
from general long-stay Irospitals to nuriing homes as a 
means for care. 

Patterns oif ownership are different for long-stay and, 
short-stay hospitals. In 1^77^ ^ppro>(imately one-third of 
all short-stay hospitals were government owned, whereas 
almost two-|^irds of al| long-stay^^hospitals were govjfrn- 
>ment oWnea. Most of these nonprivate ^short- and long- 
stay hospitals are tun by Sta^e and local governments. 
About one*half of the short-stay hospital? /were dwned by 
private nonprofit associations, whereas OTie-fourth af all 
,long-stay hi)sifitals^ere run by Sucha/sociations. Only 
slightly mwe than 10 percent of bdfn types^ of hospitals 
were ownea by profitmaking enterprises* ^ 

Unlike' hospitals,' however, rpost nursing homes in 1977- 
Were run for profit. Of the f8,900 nursing homes in the 
country in 1977, 14,500 were proprietary. ApRr(Win|ately 
75 percent of the 18,900 homes were certified as providers 
of care either by Medicare or Medicaid. ^ ; 

There has been' a substantial increase in the number of 
nursing home beds in recent years. In 1977, there were 
about 1.4 million beds in nursing homes in the United 
States. This figure re*presents an increase oIf more than; 
800,000 beds since 1963. However, 'the rate of increase, has 
diminished considerably Since 1973-74 



In general, a nursing care^home must'wiploy at least one* 
full-time registered or licensed practical nurse ^nd provide 

a nursing carp to ^ least )[\?\? of the residents. Hoj^ever, 
licensing requirements vyy from State to §tate and ofteif 

' include more criteria. In 1976, about 66 percent of ^ll<iurs- 
ing homes were classified as nursing care homes; orriy 58 
percent. were classified as such in 1971 . Some/acilities were 
upgraded to qualify for Medicaid and Medicare payments. 

The number of beds in all nursing homes.per 1,000 per- 
^ ' sons 65 years of age and over m the United States has 
increased fr&m 58.6 in 1971 to 61.7 in''l976. Thi^ increase 
. reflects a 14-percent ipcfease in beds for nursing care 
homes together witl)/a 24-percent decrease jn beds for 
. iother nursing homes. Increases in nursingp care beds 
occurred in all divisions of the country except for the New 
Engjand and Pacific Divisions. Decreases in beds for other 
nursing homes occurred in all divisions except* New 
Englan(4and the West'South Central. This trend lends fur- 
ther evidence to the increasing importance of nursing care 
homes. 

In 1976, the' highest ratios of nursing home beds tp 
• population- 65 years t)f age and over were- in Nebraska 
*„(118.5) and Colorado (104.3); the lowest ratios ^vere in 
Florida (23.9) and Arizona (25.0), The low ratios in 
Florida and Arizojia can be accounted for by the avail- 
ability of suitable alternative living arrangements in these 
States for the large el^erly^populations. Also, the elderly 
population in these States is comprised largely of immi- 
grants, whose health is probably better than elderly per- 
k)nf "A^^o Remain in States with net outmigration. 



^T|ble 47. /Persons employed in. the health service industry, a<^cording to pllce of employment: United States, 1970-78 

(Data arC based on househc^ld interviews ot^ sample of the civilian noninstitutionalized population) 
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Plade of employment ' 

1970l 1971 

— ' " a : D— 


. ■ ' 1 

1§72 1973 197(f 1975.'. 1976 

• ' ' ^ — ^ ■ ^ 


1977 


1978 



NufTOerof>emp^yed persons in thousands 



^ Total ^ 




<f,7^1 


"^.OW 


5 


,303 


•5,55f 


5,865 


6,122 


6,328 


6,673 


Off ices of physicians 


k77 


559' 


602 




612 


' 595 *' 


.. 607 


601 


677 


753 


Offices of dentist^ 


222 


0 2<f3 


' 277 




295 


292 


•327 


325 


321 


360 


Otf ices of chiropractors : r 


> 19 


21, 


26 




27 


. 28 


30 


27 


29 






2,690 


«2,906 


°3,026 




m 


3,^69 




3,568 


3,6<f5 


3,781 


Convalescent institutions - 


309 


6()9 


682 




730 


'7^8 


m 


9f5 


9f9 


1,009 


Qff^ces cJl other health practitioners — * 


t^2 




46 




58 


• 65. 


60 


68 


75 


83 




288 

> 


360 


38'> 




W3» 


507 


563 


5f8 


632 


687 



-April i, derived from decennial census^all others are 3uly 1 estimates. ' . . * 

NpTE; Totals exclude persons in heidth-related occupations but wh6 are working in nonhealth industries (as classified by the U»S. 
Bureau of t her Cens^us) for exa»nple, pharrnacists employed in drug-stores, school nurses, nurses working in private households. 

SOURCES: JOfepureau of the Census: 1970 Census of Population, occupation by industry. Subject Reports . Final, Report PC(2)-7C. 
Washin£to||a9n; Govetnrnent Printing Olfice, Oct. 1972, p. ^73; U.S. Bureau of labor Statistics;^ Employment [and Earnjngs, March 
1977, 3knqBKw978 , and January 1979 . Vol. 2^*, No. 3, Vol. 25, No, ,1, and Vol. 26, No. 1. ^C^ashington. U.S^^5vern1nent Printing 
Office, MarVl 977, 3an. r978, and 3an. 1979, and jjn published data. ^ 
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Table 48. Persons 16 years of age and over .i&nyployed in selected health-related occupations: United States, 1970-78 

(Data are based on household inte^rviews of a sample of the civilian noninstitutionalized population) 



Occupation 

-4- > — '■ ■ 










Year 

• 










1970 1 


1971 


1972 


•1973 . f97^ 1975 ' 

• 


1976 


1977 


1978. 


Total, lO^years and over — — 




3,103^ 


3,ff3- 


3,621 


Number of persons in thousands 
* -. . • < 
3,806 3,973 ^ 'f,16^ 


,^1 

1, 


1^,517 \ 


'»,753 




1 



Physicians, medical and osteopathic — - — 281 ^^^.-1^ * 

Dentists ^ 91 irfBiX 107 ^ 105 " 100 

Pharmacists-- 110 • ^26 • 123 127 

Registered nurses^ 830 772 801 823 • 90^. 

Therapists-—^ 75 92 .115 109 .132 

Health technologists and te^nicians 260 ^ 289 • 315 330 371 

Health administrators — $^ 115 118 137 150 

Dental assistants ^- ' . 88 90 9'f lU 107 

Health aides,.e;<cluding nursing r ■* U9 l'^'^ I'fS 170 186 

Nursing aides, orderlies, and attendants — 718 -866 912 9^ 959 -. 

Practical nurses 237 3'^5 3'f3 '358 3'f9 

Other health-related occupations^—- ' 210 209 \ 21'f 251 • 2'f2 237 253 

. ' ' » ^.• " - v ^ ' ■ * ■ ■ — ^ ■ — '- : 



^Based on the 1970 decennial census; all other years are^ annual averages derived 'from the Current Population Survey. 

2 Includes chiropractors, optometrists, podiatrists, veterinarians, ^titians, en^balmers, funeral directors, lens grinders and polilners, dental lab technicians, lay 
midwives, and heajth trainees. . ^ * 

* . ^ 

SOURCES: U.S. Bureau of the Census;^ Census of Population, 1970i Detailed Characteristics . Final Report PCl-(D). Washington. U.S. Government Printing Office, 
Feb. 1973; U.S. BureaO of Labor Statistics^ Employment and Earnings, January 1978 , and Tanuary 1979 . Vol. 25, No. 1 and Vol. 26, No. 1. Washington. U.S. 
Government. Printing Off if;e, 3an. 19Z8 and 3an. 1979, and ur^published data. * i 
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105 
--138 
1,063, 

f62 
175 
123 
23f 
1,008 
3;^1 

257 
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136^ 
112 
189 
'»98 
18'^ 
130 
270 
1,037 
'»02 

25* 
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Table. 49. Professionally active physlclant(M.D.'s and D.O.'s), according to type of physlclai^and number per 10,000 
population: United States and outlying U.S. arieas, selected yearsi 1950-77 estimates and 1980-90 projections ' 

(Data are based on reporting by physicians and medical schools) 











Type of physician 




Professionally 








• — '~. — ~ 


^^^octors 




active 






year 


Total 


medicine 
(M.D.) 


Doctors 

osteopathy 
(D.O.) 

i . 


physicians 
per 10,000 
population 



1950 

i960 

1970 

1971 

1972 , 

1973 

1974 

1975 

1976 

1977- 

1980 
1985 
1990 



219, 


900 


' 239, 


300 


323, 


200 




3k^ 


000 


330 


100 


362 


300 


378 


600 


' 390 


,600 


393 


,200 


. m 


,000 


319 


,000 


m 


,000 - 



Number of physicians, 

209,000 
2^*7,300 
311,200 
322, ODO" 
3§2,«*00 
337,000 
3^*8,900 
36'*,300 
376,100 
380,200 



/ 



tie, 300 

J W,7^0 
%k,200 



10,900 


ik.2 


12,200 


ik.2 


12,000 


13.3 


12,100 


13.9 


,12,600- 


'16.3 


13,100 . 


16A 


13,600 


16.8 


I'*, 100 


[7 A 


U,300 


17.? 


13,000. 


. 17.9 


17,700 


20.0 


23,30a 


22.3 


29,800 


2kA 


f 





NOTES: Population for selected years 1930-77 includes residents in* the 30 State^ District.- of Columbia, civilians in 
Puerto Rico and other U.S. outlying areas; U.S. citizens in foreign countries; and mi Armed Forces in the United States 
anilkabroad. For years 1980-90, the Series II projections of the tota/«5opulation from the U.S. Bureau of the Cemus ^were 
usedA Estimation and projection methods of the Bureau of Health Man^^wer were used. The number of M.D.'s differs Irorifi the 
American Medical Association figures because a variant . pr6portio\\ of the physicians not classified by specialty is 
allocated into the total. 

SOURCES: Bureau of Health Manpower: A Report to the President and gongress on the Status of Health Pr^ofessions Personnel 
in the United States . Dl^ Pub. No.' (HRA) 78-93.^ Health R^oMft/s Administration. Hyattsville,- Md. Aug. 1978, and 
selected data from Manpower Analysis Branch; U.S. Bureau of tfle CWsus: Current Population Reports . Series P-23, Nos. 
336, 603, 70^*, 731, and 803.^ Washington. * U.S. 'Governnrjent Printing >Office, Apr. 1966, 3uly 1973, 3uly 1977, Sept. 1978, 
acra June 1979, and unpublished data. ' ^ ' 
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Ta)ik 50/ Physicians (M.D.!s), according to activity: United States, selected year^ 1970-77 

/ * (Data are based on repotting by physicians) 
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Year 


A 




1 


^ Activity- 


N 


\ 1970 


1972 


I97(f 1975 


1976 


1977 



Numdter of physicians 



Doctors of medicincJ — — -r*^ — 

.Professionally active M,D«V- 

Non-Federal 

Patient care 

Office- ba^ed practice — 

*General»practicel. ^— - — 

' Other specialty — — 

Hospital-based practice — 

Residents- -all years ^ — — 

Fuli-time hospital staff — 

Other {5rofeSsional activity^— j-- ^ — 

Federal — 

Patient care • 

Office-basid practice — — - — 

General practice ^ — --Jf- — 

Other specialty 

^>Hospital -based practice . — 

RjeSidents— all years^ 

*Fuii-time hospital staff ^ 

Other professional a^ivity^ 

Inactive M.D.'s ^ 

Not classified^ — — — 

UnknownS^ac::^- • 




328,020 


350,933 


37'* ,706 


388 


626 


'*0'*.338 

1 




30^^,926 , 


315,522 


o 325,567 


335 


608 


3^*3,876 


359^515 


278,855 


290,590 


■ 300,997 


309 


410 


318,089 


3^*0,603 


252,778 


266,587 


276,070 


285 


345 


292,l5k2 


312,872 


, 187,637 


197, '»57 


202, W5 


211 


776 


213,117 


229,208 


50,^*15 


'»8,783 




. 45 


863 . 


. ^^5,503 


^^^,5^8 


137,222 


l'»8,67'» 


156,09'* 


165 


913 


167,61^ 


184,660 


65,1^*1 


69,130 


73,635 


73 


,569 


79,035 


83,664 


'f5,51'f 


f^,159 


5'»,130 


53 


150 


58,if82 


58,517 


• 19,6^7 


19,971 


19,505 


20 


,419 


20,553 


25,14;^ 


^ 26,077 


2'»,003 


2'»,927 


24 


,065 


25,937 


27,731 


26,d7l 


2'»,932 


24,570 


26 


,198 


25,787 


18,912 


20, %6 


20,8'H 


20,912 


• 22 


,325 


22,086 


15,774 


2,819 


1,901 


1,736 


.1 


841 


1,652 


902 


906 


505 


. 506 




557 


519 


238 


l,9l\ 


1,396 


1,230 


- 1 


,284 


1,133 


664 




18,9'»0 


19,176 


20 


,484 


20,^*3^ 


14,872 


A- ■ ^'^73\ 


3,922 


4,358 


4 


^089 


3,93^*. 


3,527 


12, 57^* 


V 15,018 


14,818 


^6,395 


16,500 


11,345 


5,505 


\ '»,091 


3,658 


3 


,873 


3,701 


3,138 


19,533 


\ 20,021 


21,522 


21 


,360 


22, 02^* 


28,231 


357 


\l2,225 


20,092 


25 


,790 


29,68K 


17,953 


3,2G^ 


3,165 


7,525 ' 


5 


,868 


8,757 


10v946 



Judes general practice and i[amily practice. 
Includes interns and residents* / 
^Includes medical teaching, administration, research, and other, 
^Information not available. 

^ Address no^ known, • * 

NOTE: Federal and non-Federal M.D.'s in the 50 States and the District of Columbia are included. ^ " ^ 

SOURCES: Haug, J.N., Roback, CA^, and Martin, B.C.: Distribution of Physicians in the United States, 1970 . Chicago. American 
Medical Association, 1971, (Copyright 1971: Used with the permission of the American Medical Association.); Roback, G.A.: 
Distribution of Physicians Wi the U.S., 1972 . Chicago. American Medical Association, 1973. (Copyright 1973: Used with the 
permission of the American MedicaJ Association.); Roback, G.A., and l^ason, H.R.: Physician Distribution and Medical Licensure ^n 
the U.$.,»i974 . Chicago. American Medical Association, 1975. (Copyright 1975: Used with the permission of the American Medial 
Association.); Goodman, L.J., and Mason, H.R.i Physician Distribution and Medical Licensure in the U.S., 1975 . Chicago. American 
Medical Association, 1976. (Copyright 1976s Used with the permission of the American Medical Association.); Goodman, L.H.: 
Physician Distribution and Medical Licensure in the U.S., 1976 . Chicago. American Medical Association, 1977. (Copyright 1977: 
Used with the permission of the AmeriqjJ^ Medical Association.); Department of Statistical Ancjysis: Physician Distribution and 
Medical Licensure:^m the U.S., 1977 . Chicago. American Medical Association, 1979. (Copyright 1979: Used with the permission of the 
American Medic^il Association.) . 



Table 51. Professionally active physicians (M.D.'s), according to primary specialty: United States, selected years 1970-77- 

(Data are based on reporting by physicians) 



Year 



rim ary, specialty 



1970 



97^ 



197«* 



1975 



1976 ^ 1977 



Professionally active physicians 



Number of .physicians 

\ , 30'*,926 315,522 ' 325,567 335,608 3^*3,876 359,515- 



Primary care 
Geoeral practice! - 
Internal medicine - 
Pediatrics — 



Other medical specialties — - 

Dermatology 

Pediatric allergy — 

Pediatric cardiology 

Internal medicine subspecialties^- 



Surgical specialties — 

General surgery — — 

Neurological surgery 

Obstetrics and gynecology 

Ophthalmology 

Orthqpedic surgery 

Otolaryngology ' — 

Plastic surgery 

Coloa and rectal surgery — 
Thoracic surgery - — — 
Uroloj^ — 



Otlier specialties 

Anesthesiology ^ 

Neurology w zr 

Patholo^ ~ ^ 

Forensic pathology 

Psychiatry — 

Child psychiatry — 

Physical medicine and rehabilitation 

Radiology * 

Diagnostic radiology — y — • 

--f her^apfiutic radiology 

Miscellaneous^— -^^^^ — -^-rr-— 



115,505 
56, 80^* 
'^1,196 
17,505 

17,127 
3,937 
388 
'^71 
• 12,331 

8'*,5'*5. 
29,216 

2,537 
18,<^98 

9,793 
.9,467 

5,305 

^1,583 
663 

1,779' 
'5,70'* 

87, 7^*9 
10,725 

3,027 
10,135 
1^3 
20,901 

2,%7 

1,'*'*3 
10,380. 

Ii9'*l 
855 
26,082 



120,876 
5'*,357 
^7,3^*3 
19,176 

16,282 
^,166 
379 
505 

11,232 

89,666 
30,518 

2,716^ 
19,<&20 
10,318 
10,216 

5,563 
M,770 
645 

1,899 

6,201 

8^,698 
11,7^*0 . 
3,^*38 
■ 10,^^1 

22,319 
2,2^*2 
1,503 

11,772 
2,055 

* 920 

21,6<*1 



53,152 
51, 1^*3 
20,277 

17,220 

521 ' 
11,362 

92,123 
30,672 
2,82^* 
•20,607 
10,621 
10,861 
5,509 
2,075 
655 
1,909 
6,390 

91,652 ^ 
12,375 
3,791 ' 
. 11,274 
' M92 
23,075 
' 2,384 
1,557 
11,485 
3,054 ' 
t 1,060 
21,405 ' 



128,745 
53,714 . 
53,712 
21,319 

18,743 
4,594 
439 
527 
13,183 

94,776 
31,173 
2,898 
21,330 
11,011 
11,267 
5,670 
2,^24 
655 
1,960 
6,588 

93 ,'^44 
12,741 , 
4,08^ ' 
11,603 
^ M86 
' 23,683 
2,557 
1,615 " 
11,417 
3,500 
1,161 
20,796 . 



134,051 
54^631 
57,312 
22,108 

18,702 
4,755 
469 
537 

12,9.41 

- 97,416 
31,899 
2,959 
21,908- 
'1 1 , 326 
11,689 
5,788 
2,337 
667 
2,020 
6,823 

93,707 

13,074 
4,374 

Il,8"l5 
' 203 
' 24,196 
'2,618 
U665 

11,627 
3,794 
1,202 

19,139 



139,248 
54,361 
61,278 
23,609 

19,656 
4,844 
485 
563 
13,764 

100,059 
32,014 
3,049 
23,038 
11,483 
12,223 
5,9^10 
2,509 
652 
2,131 
7,950* 

100,552' 
13,815 
4,577 
12,260 
206 
24,689 
2,877 
-1,742 
12,062 
4,236 
1,^5 
227783 



^Includes general practice ^d family practice. { ' 

^Includes gastroenterology, pulmonary diseases, allergy, and cardiovascular c*4seases. . 

^Includes occupational medicine, general preventive medicine,' aerospace medicine,\ public health, other specialties not listed, and 

unspecified specialties. ^ *v " \ ^ 

NOTE: Federal and non-Federal active M.D.^s in the 50 .States and tJve District of ColURjbia are include^. Phyiicians^not c^ssified, 
inactive physicians, and physlftans with unknown address/in the United States are excliidedX^or 1977 tl)iS' includes 17,953"physician^^ 
not classified, 28,231 physicians inactive, and 10,946 physicians with unrtnown kddress.^ • 

SOURCES: Haug, 3.N., Roback, G.'A., and Martin, B.C.: Distribution of Physiciams in the.Unite<j States, 19J0 . ^hicagO. American 
Medicaf Association, 1971. (Copyright ^71: Used with the pernr>ission of the )\merican Medical As§oCiation.); Roback, G.A.t 
Distribution of Physicians in the U>S., 1972 . Chicago. Ar?\erican Meclical Association, 197-3. (Copyrightj|973: Used with the permission 
of the American Medical Association.); Roback, G. A., and Mason, H.R.: -Physician Distribution and Medical Licensure in the U.S.', 1974 . 
Chicago. American Medical Association, 1975. (Copyright 1975: Used \yith«the permission of the Anr|erican- Me^Jical Association.); 
Goodman,' L.3., and Mason, H.R.: Physician Distribution and Medical Licensure in the U.S., 1975 . Chicago, American Medical 

gssociation, 1976. (Copyright 1976: Used with^he permissit>n of the Americah Medical Association); Goqdman, LiJ.: Physician 
istribution and Medical Licensure in the U.S., 1976 . Chicago. Arperican Medical Association, 1977. (CopyrightM977: Used with, the 
permission of the American Medical Association.); Department of Statistical Analysis: Physician Distribution and Medical Licensure in 
the U.S., 1977 . Chicago. American Medical* Association, 1979., (Copy r^ht 1979: Used with the permission of the American Medical 
Association.) ^ ^ * \' • 
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Table 52. Active non-^Federal phys^ians (M«D/s) per 10,000 civilian jpopulalipn^ acco%'ding (o geographic region, 

primary^t^ecialty, and activity: United Stales, 1972 an^ 1977^^, i 

(Pata are based on reporting by physicians) ' 



Year, specialty, and activity 



AH 
regions 



North- 
east 



Geographic region 



North 
Central 



South 



West 



Total 1 ; — -— 

Patient care ^ 

Office based t 

Hospital based 

Other professional activities^ '^^ 

Primary care^ 

P/atient care 

Office based - — — 

Hospital based — 

Other professional activities^ 

Other medicAl specialties^- 

Patient care t— ' • 

Office based,- — ^ 

Hospital based --i^- 

Other professional activities^ — — 

Surgical speci^ties^-- 

Patient care ^ 

Office based : 

Hospital based ■ — ■ 

Other professional activities^ 

• 1977 

Total! 

Patient care 

Office based — 

Hospital based 

Other professional activities^ ^ 

^ IJrimary care^ 

Patient care 

Office base^ — — — ^-2 

Hospitaf based 

Othfer professional activities^ 

Other medical specialties^— ^- 

Patient care 

Officer based 

- Hospital based r- — 

Other professional activities'-^ 

*See f69t!notes at end of table. 



I'*. 7 



Number of physicians pfer 10,000 civilian population 

•19.0 12.6 12.1 16.6 



1 9 Q 


lo . ^ 


119 


iU . o 


1 ii o 

H .0 


Q /! 

7.6 


1 n Q 




O.J 


i 2 . U 


"i. "i. 
J.J 




J . U 


9 K 


9 


\ 9 


\ Is. 


U . 7 < 




1 

I . J 


c c 
J . J 


O'. / 


It Q 




6.2 


3.1 


.6.5 




, 4.3 


■5.9 


^.1 




3.7 


3.6 


5.0 


. 1.1 


1.7 


0.9 


. 0.8 


0.9 


0.3 


0.5 


a. 2 


0.2 


0.3 


0.7 


1.0 


0.6 


0.6 


o.« 


0.6 


- 0.9, 


0.5 


0.3 


\ ♦.^"0.7' 


C).5 . 


0.7 




" - O.f^ 


0.7 


0.1 


0.1 


0.1 


0.1 


0.1 


0.1 


0.2 


0.1- ^ 


0.1* 


0.1 












HA 




3.3 


3.7 • 


'».6 


3.9 






K 3»3 


i^A 


3.0 ^ 


Ift 3.4 


• 2.5 


2.8 




0.9 




^ 0.8 


o.« 


0.7 


0.1 ■ 


, 0.2_ - • 


0.1 


0.1 


0.1 








V ,1 

J 




16.7 


20»'» 


Sti.5 


1'».7 


18.9 


^rx — 

1'».6 


• 


" .12^8 


12.9 


16.6 


10.7 


11.6 


1 '9.2 


9.8 


13.3 


3.9 


5.8 


3.6 


3.1 


3.3 


1.3 


1.8 


1.0 


1.1 




€ 6.2 


■,,7.3 


t 

'5.6 


5. It 


6.9 


5.7 


6*. 8 


. 5.3 


5.0 


6.'* 


if. 2 




*'3.9 


3.8 • 


5.1 


1.6 


2.3 


1.5 


1.2 


l.f 


OA 


0.6 


, 0.3 


O.-t 


0.5 












' 0.9 


1.1* 


0.7 


0.7 


- l.Q 










•> 




1.0 


0.6' 


0.7 


0.9 


0.7 


0.8 


0.5 


' 0.6 > 


0.8 


• 0.1 


■ 0.1 y 


0.1 


0.1 


0.1 


0.1 


0.2 y 


. 0.1 


0.1 


. 0.1 



' J. 



Table 52. Active non-Federa( physicians ^.d.*s) per 10,000 civilian population, according to geographic region^' 
primary specialty, and activity: United States, 1972 and 1977— Continued 

(Data are based on reporting by physicians) 



Geographic region 



Year, specialty, ah<^ activity 



All 

regions 



North- 
east 



North 
Central 



South 



West 



Number of physicians per 10,000 civilian population 
Surgical special tiesS .'^.^ 5.2 3.8 . ^^.2 5.0 

Patient care ^ ^^.3 5.0 3.7 ^.1 . J.^ 

Office based ^ 3.^ .3.7 2.8 . 3.3 J.l 

Hospital based - 0.9 1.3 0.9 ,0.8 0.7 

Other professional activities^ 0.2 0.2 0.1 ^0.1 O.z 

^ Includes all other specialties not shown separately and those not classified. 
^Includes medical teaching, administration, research, and other professional activities. 

^Includes general practice, internal medicine, and pediatrics. . , 

"^Includes dermatology, pediatric allergy, pediatric^cardiology, gastroenterology, pulmonary diseases, allergy, and cardiovascular 

diseases. 

^Includes general and neurological surgery, obstetrics and gynecology, ophthalmology, orthopedic surgery, otolaryngology, plastic 
surgery, <5olon and rectal surgery-, thoracic surgery, and urology. 

SOURCES: Roback, G.A.: Distribution of Physicians in. the U.S., 1972 . Chicago. American Medical Association, 1973. (Copyright 
1973: Used with the permission of the American Medical Association.); Department of Statistical Analysis: Physician Distribution and 
Medical Licensure in. the U.S., 1977 . Chicago. American Medical Association, 1979. (Copyright 1.979i Used with the permission of the 
American Medical Association.); U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series 
P-25, Nos. 727 and 799. Washington. U.S. Government Printing Office, November 1978 and April 1979. ^ 
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Tibbie 53. €roup practices, group physicians, average annual rate of change, and percent of active non-Federal physicians 
. In group practice, according to census regi^ and geographic division: United States, 1969 and 1^75 



(Da^a are based on reporting by physicians) | 



Census region and 


»■ *, 

Number of group * 
practices 


'Number of group 
physicians , ^ 


•r 

^ Average annual 
rate' of change 
1969-75 


Percent of activte 
Oon-Federal 
physicians^ in 
group practices 


gd/gropiiiL uivibiuii 
Ik 


l707 

1 


1 7/ J 


4 1969 


* 

.1975 


Group 
practice 


Gi^oup f 
physi- 
cians 


1969 


1975 


United States — — 


1 

6,357 


-< 

.8,^61 


^.0,028 


66,712. 




,8.9 


17.7 


23.7 




.939 


1,5^0 


* 

6,W5 


12,1^9 


8.6 


li.O 


9.«f 


15.0 


New England — ^ 

Middle Atlantic— 


690 


1,06^ * 

r 


l',51'* 
^,■971 


3,^50 ' 
j 8,699 


11.^ 
7.5 


ia.7 
9.8 


9.3 
9.5 


16.9 
l'f.3 


North Central- 


r,982 




11,820 


19,230 




%A 


22.01 


22.5 


'East North Central 

West North Central 


1,190 J 
■ ■' 792 f 


' 1,^13 • ' 

930 o 


' .« 6,92^ 
'»,89'5 


11,975 
7,255 


5.2 
2.7 


9.6 
6.8 


17.9 
32.3 , 


25.5 
39. 




2,001 


2/539 


11,258 


17,8^f5-| 




8.0 


19.5 


23.3 


South Atlantic 

East South Central 

West South Central 


"'892 

toe . , 

703- 


1,277 
307 ' 
755 


■5,219 
1,987^ 
'»,"052 


9,'f9'6 
3,13^ 
/- 5,215 


6.2 / 

3.8 

1.2 


10.5 
7.9 
*.3 


17.3 
23.6 


22.6 
23.8 


West 


1,'»35 ; 


1,839 


10, '♦65 • 


17,^^88 




8.9 


23.0 


29.7 




358 
l,p77 


- wi 

1,358 

\ ' 


'1,913 
8,552 , 


3,257 
H,231 


3.9 


9.3 
8.9- 


22.3 
23A 


27.2 
30A 



Excludes interns and residents. « ^ " % 



NOTE: Group practices'and group physicians in th& 50 States and the District of Columbia are included. 

SOURCESj Todd, C, and McNamara, M.E.: Medical Groups in the U.S.; 1969 . Chicago. American Medical Association, 1971. 
(Copyright 1971: Used* with the permiskioo of Ijhe American .^Medical Association.); Goodhian, L.3., Bennette, E.H., and Odem, R.J.: 
Group Megical Practice in the U.S., 1^75 . Chicago. American Medical Association, 197.7. (Copyright 1977: Used with the permission 
of the ArriericaP Medical Asscfciation.)j Haug, 3.N., and Roback, G.A.: Distribution of Physicians, Hospitals, and Hospital Beds in the 
U.S.) 1969 . Chicago. American Medical Association, ,1970. (Copyright 1970: Used with the permission of the American Medical 
Association.); Goodman, L.J.: Physician Distribution, and Medical Licensure in th^e U.S>, 1975 . Chicago. American Medical 
Association, 1976. (Copyright 1^6: Used with the permission of the American Medical Association.) 



Table 54. Graduates of health professions schools and number of schools, according to profession: United States, 

selected years, 1950-77 estimates/and i^30'-90^projections 

(Data are based on reporting by healttifp?atessions schools) 



Year 



1^50 - 

I960 - T 

1970 u 

1975 ^-.1---. 

1977 

1980- - ^ 

1990 ---c 

1950 — 

I960 

1970 

1975 

1977 — ^ 

1980 

1990 ^ 



7,081 
8,367 
12, 71^* 
l'f,393 

16,086 
18,318 



79 
86 
103 
ll'f 
122 

121 
121 



Profession 



Osteopathy 



Dentistry 



Optometry 



Number of graduates 

373 2,830 961 

'f27 3,290 36^* 

^32 3,7^*9 

698 'f,937 . ^ 806 

96^* 5,32^* ^----^1,027 

1,069 5,150 . \ 998 

1,669 5,^*00 1,067 



Pharmacy 



3,W 

6,886 
7,908 

7,^55 





Number of schools 






6 


f2 


>o 




6 


t? 


10 


76 


7 


53 


11 


7tt 


9 


59 


12 


73 


11 


59 


13 


72 


13 ■ 


60 


12 J 


72 


13 


60 


13 / 


72 



SOURCE: Bureau of Health Manpower: A Report to the President and Congress on the Status of Health Professions Personnel in the ' 
United States . DHEW Pub. No. (HRiA) 78-93. Health Resources Administration. Hyattsville, Md., Aug. 1978, and selected data. 
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Table 55* Professionally active pliysiciaits (M*D/s), according to primary specialty: Unit^St^tes ai^ outlying U.S. areas, 

1975 and 1977 estim;|tes and selected 1980-90 projectionr 

(Data are based on reportH^gyDy physicians and medical schools) 

Y^ar 

Primary specialty 

, 1975 1977 1980 ''M985 1990 

/» 

Number of physicians - . 

All specialties 36^^,^ * 380,180 ^126, 350 ^^95,750 56^,210 

Primarycarel — 139,920 1^7,370 168,670 209,220 250, S80 

Other medical specialties ^0,360 20,810 2^^,520 29,210 3^^,000 

Surgical' specialties- - 102,8^^0 105,760 113,820 12^^,770 13^^,820 

Other specialties 101,350 106,2^^0 119,3^0 1>2,550 ^^^,520 

MncH^es general practice, family practice, internal medicine, and pediatrics. 

NOTE: Estimation and projection methods of the Bureau of Health Manpower, Health Resources Administration, were used. These 
data differ from the American Medical Association data because a variant proportion of the physicians not classified by specialty is 
allocated back into the data. 

SOURCE: Bureau of Health Manpower: A Report to the President and Congress on the Status of Health Professions Personnel in the 
United States. DHEW Pub. No. (HRA)78-93. Health Resources Administration. Hyattsville, Md., Aug. 1978, and selected data. 
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Table 56« Short^stay hospitals and beds, accordinj^ to type of hospital and o>vnership: United States, 1972 and 1977 

s 

(Data are based on reporting by facilities) 







All 


Community hospitals 




1 — ■■ — 

■ All otfter 


hospitals 




Year and type . 
. of ownership 


short- 










stay 
hospitals 


Total General Specialty 


Total 


; General 


Psychiatric Other 




1 




4# 




— 1 ■ ■■ — 





1972 
All ownerships 



Number of hospitals 



6,723 



Government — - 

Federal 

State- 1 oca I 

Proprietary , — — 

Nonprofit 4^ 

1^77 

All owner'^hips 




6,092 


3,9^^8' 




. 631 ' 


«f92 


93 


46 


1,787 


1,772 


. 13 . 


^^60" 


tf29 


22 


9 










' 336 






1,7^7 


1,772 


13 


120 


93 


22 


3 




808 




63 






27 


3,^*31 


3,368 


83 


106 


63 




10 



Government - 
Federal — 
State-local 
Proprietary — 
Nonprofit 



1972 
All ownerships 



6,637 


• 6,028^ 


3 


882 




609 




152 


31 


2,238 


^,821 


■1 


801 


20 


^^37 


383 


i^i 


11 


333 










333 


333 ' 


1 


1 


1,923 


1,821 


1 


,801 


20 




^2 


'^O 


10 


% 903 


808 




772 


36 






68 


27 


3,^^76 . 


3,399 


3 


,309 


90 


77 ,^ 


21 




13 










NuQflber of beds 











Government 

Federal 

State-local — 

Proprietary 

Nonprofit 



1-977 
All ownerships 



Government — 

Federal 

State-local 
Proprietary — 
Nonprofit 



l,00'f,83'f 


903,919 


893,217 


10,702 


98,933 


87,986 


8,827 


2,122 


298,873 


207,813 


203,383 


" 2,230 


91,062 


* 86,^^68 


3,732 


862 


32,^*53 








82,if33 


81,908 




343 




207,813 


203,383 


2,230 


8,609 


^^',360 


3,732 


• 317 


^63,^*99 


62,133 


60,3fr3 


1,390 


3,36^^ 




2,368 


796 


6^*0, 80 


633. pZl 


629,089 


6,882 


. ^^,309 


1,318 


2,327 


464 


l,088,3'f8 


983,0^^9 


1 

969,323 


13,326" 


1-03,299 


88,719 


13,633 


2,927 


307,^^10 


,212,363 


209, 09^^ 


3,271 


93,0^^3 


88,144 


' 3,633 


l',266 


83, b6 








83,836 


84,906 


409 


341 


221, ^3ff 


212,363' 


209, 09^^ . 


3,'l71 


9,189 


3,238 


5,226 


723 


90,421 


8^^,693 


82,880 


1,813 


3,728 




4,789 


939 


690,j517 

i * 


683,991 


677,3^*9 


8,'^'^2 


^^,326 


373 


3,229' 


722 



NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association to bne of the 
following services: gen'eral medical and surgical; obstetrics anJT gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; 
other specialty; children's general; children's eye, ear, nose, and throat; children's rehabilitation; children's orthopedi^c; and children's 
other specialty. . 

SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health'Statistics: Data from the Master Facility 
Inventory. 
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Table 57. Community hospital beds per 1,000 population and average annual rate of change, according to geographic 

division and State: United States, selected years J940-77 

(Data are based on reporting by facilities) 



Geographic 
division and State 



r 



Year 



Period 



1930^ 



1960^ 



1970 



1973 1976 1977 19'f0-60l'?\J960-702 1970-75 1975-77 



United States 

New England — — - 

Mair^p— 

New Hampshire j— 

Vermont 

Massachusetts 

Rhode Island 

Connecticut 

Middle Atlar\tic 

New York — 

New Jersey 

Pennsylvania * 

East North Central 

/ 

Ohio——^ 

Indiana-- 

Illinois--^ — — . > 

Michigan 

Wisconsin 

West North Central 

Minnesota 1 

Iowa -»- 

Missouri ► \ 

North Dal<ota 

South Dal<ota 

Nebraska 

Kansas — ^ 

South Atlantic 

Delaware 

Maryland — 

District of Columbia — 

Virginia 

West Virginia 

North Carolina- 

South Caro^||^ — — r 

Georgia 

Florida 

East South Central 

Kentucky 

Tennessee-T — 

Alabama— ^ 

Mississippi S- 

See footnotes at end of table 



Community ho^tal beds per iV^OO population^ 
3.2 3.3 3.6 . ^.3 ^.6 ^^.6 'f.6 



Aver^ige annual rate of change 

0.6 1.8 I.'* 

1 





' 


3.9 


MA , 


M.2 


i M.2 


M.2 


-0.6 


0.5 


0.5' 










\ 




\ 












3.0 


3.2 


3A 




M'.7 


'M.7 


M.Z 


0.6 


3.3 




1.1 


^.2 


^.2 


^A 




A.2 


M.i 


■ M.O ' 


* r 0.2 


-0.9 


1.0 


'2.M 


3.3 


^.0 


^.5 > 




\^8 


M.7 


M.7 


/ 1,6 




1.3 


-1.0 


5.1 


^.8 


^.2 


MA 




M.e 


M.e 


-1.0 


0.5 


0.9 


- 


3.9 


3.8 


3.7 


M.O 


3.8 


3.7 


3.7 


-0.3 


0.8 


-1.0 


-1.3 


3.7 


3.6 




3A 


3.5 


3.5' 


3.5 




- 


0.6 




3.9 


3.8 


^.0 


MA 


^^.6 


^^.6 


M.e 


0.1 


1 .0 




- 


^3 




^.3 




M.7 


M.7 


M.7 




0.7 


0.^ 




3.5 


3.2 


3.1 


3.6 


M.O 


M.i 


M.i 


-0.6* 


1.5 


2.1 


1.2 


3.5 


3.8 




M.7 


M.7 


M.S 


M.Z 


^o:8 


1 .M 




1.1 


3.2 


3.2 


3.6 


MA 


M.7 




M.7 


0.6 


2.0 


1.3 


- 


2.7 


2.9 


3A 


M.2 


M.e 




M.7 


1.2 


2.1 


1.8 


1.1 


2.3 


2.6 


3.1 


M,0 


M.M 


M.M 


M.5 


K5 


2.6 


1.9 


1.1 




3.6 




M.7 


M.9 


5.0 


5.0 


0.8 


1.6 


0.8 


1.0 




3.3 


. 3.3 


M.3 


M.5 


M.M 


M.5 


-1.0 


2.7 


0.9 


- 


3.^ 


3.7 


^.3 


5.2 


5.1 


5.3 


5.0 


. 1.2 


1.9 




-1.0 


3.1 ^ . 


3.7 


(i.3 


i 


5.8 


5.8 


5.9 


1.6 


2.9 


0.3 


0.9 


3.9 . 


^A 




6.1 


,6.0 


6.Q 


5.9 


1.0 


2.M 


-0.3 


-0.8 


2.7 


3.2 


3.9 


'5.6 


6.0 


.5.9 . 


5.8 


1.9 


3.7 


i,M 


-1.7 


2.9 


3.3 


3.9 


5.1 


5.5 


5.6 


5.8 


1.5 


2.7 


1.5 


2.7 


3.5 


^^.3 


5.2 


6.8 


6.7 


6.7 


7.1 


2.0 


2.7 


-0.3 


2.9 


2.8 


^A 


^.5 


5.6 


5.5 


5»6 


5.7 


2.M 


2.2 




1.8 




^ .2 


^A 


6.2 


6. 1 


6.2 


6. J 


1 .3 


3.5 


-0.3 




2.8 


3A 


^.2 


5A 


. 5.7 


5.8 


5.H 


2.0 


2.5 


1.1 


0.9 


2.5 


2.8 


3.3 


. M.O 




M.M 


M.'j 


I.'* 


1.9 




" 2.3 




3.9 


3.7 


3.f 


3.5 


3.6 


3.7 


-0.9 




-1.1 


. 2.8 


3.9 


3.6 


3.3 


3.1 


3.2 


3.3 


3.3 


•-Q.8 


-0.6 


•0.6 


1.6 


5.5 


5.5> 


5.9 


7 A 


7.1> 


' 7.3 


7.2 


0.^ 


2.3 


^-0.8 


0.7 


2.2 


. 2.5 


3.0 


3.7 


'^.l 






1.6 


2.1 


2.1 




2.7 


3.1 




' 5A 


5.8 


5.8 


5.6 


2.1 


2.8 


1.^ 


^1.7 


2.2 


2.6 


yA 


3.8 


'^.O 




• M.2 


2.2 


1.1 


.1.0 


2.5 


1.8 


2A 


2.9 


3.7 


3.9 


3.9 


3.9 


' 2.M 


2.5 








2.0 


2.8 


3.8 


M.M 


M.5 


M.e 


2.5 


' 3.1 




2.2 




2,9 


3.1 


\MA 


M.9 


5.1 


5.1 


^ 0.5 


3.6 


2.2 


2.0 


li.7 


2'.1 


3.0 


M^ 


M.9\ 




5.0 


2.9 


.3.9 


2.2 


1.0 


i:8 


2.2 


3.0 


M.O 


M.3 


M.M 




2.6 


2.9 


1.5 


1.2 


1.9 . 


2.3 


3.^ 


M.7 


5.M 


5.5 




3.0 


3.3 


2.8 


• 0.9 


1.5 


2.0 


• 2.8 


^3 


M.9 


M.9 


5.0 


3.2 


M.M 


2.6 


1.0 


[A 


1.7 


2.9 


MA 


M.9 


5.0 


5.1 


3.7 ♦ 


M.3 


. 2.2 


2.0 
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Table 57. Community hospital beds per 1,000 population and average annual rate of change, according to geogi^aphic 

division and State: United States, selected years 1940-77— Continued , 

(Data are based on reporting. by facilities) 

Year PeriocT , ^ 

Geographic ' ^ \ . » j 

division and State , , ^ To^ ^ ^ 

^ 19^0^ 1930^^ 1960^ 1970 1973 1976 1977 19^0-60^'^/ 196QVQ^ 1970-73 1973->77 

Community hospital beds per 1,000 population^ Average annual rate of change 

West. South Central 2.1 2.7^ 3.3 ^4.3 ^.7. 2.3 2.7 1.8 

Arkansas- 'l.f 1.6 2.9 f.2 ' 1^.6 if. 8 f.8 * 3.7''^^,. 3.8 .1.8 2.2 

Louisiana 3.1 3.8 3.9 f.2 1^.7 if. 6 1.2/ '~0.7 * 2.3 . -• 

Oklahoma— ---ni-^ *1.9 2.5 3.2 f.5 f.6 f.6 f.6 . 2.G- 1.5 ^ O.f * 

Texa^ -: 2.0 2.7 3.3 f.3 f.7 H.7 HJ 2.5 2.7" 1.8 

Mountain--'^- " 3.*6 3.8 3.5 f.3 f.O f.O 3,9 -0.1 2.1 -1.3 

Montana 5.3 >.l 5.8 5.2 5.2 5,1, 0.2 . 1.3 -2.2 -1.0 

Idaho — 2.6 3.'f 3.2 ^.0 3.9 3.8 3.9 1.0 2.3 -0.5 

Wyoming——— 3.5 3.9 ^ ^.6 5.5 ^.'5 ^.2 \A 1.8 -3.9 .-3.^ 

Colorado- 3^.9 ^.2 3.8 ^^.(> * -0.1 1.9 -0.9 

New Mexico-- 2.7 2.2 2.9 3.5 3.'f 3.3 3.2 O.'f 1.9 -0.6 -3.0 

Arizona ^A 4.0 3.0 3.8 3.8 3.8 . -0.6 3.2 -1.5 

Utah 3.2 2.9 2.8 3.6 3:2 3.2 3.1 -0.7 2.5 -2.3 -1.6 

Nevada 5.0 3.9 ^.2 V^3 f.3/ ^.1 -1.2 0.7 '0.5 -2A 

Pacific- dfcL ^'^ ^'^ ^'^"^ '^^^ '^'^ 

Washington • 3.^^ 3.6 3.3^!lb3.5 " 3.3 -0.1 0.6 -0.6 -1.5 

Oregon 3.5 3.1 3.5 f.O 3.9 3.9 3.8- - K3 -0.5/ -1.3 

'California t-- 3.3 3/.0 3.8' ^f.O 3.9 3.9 -1.9 2A 1.0 -1.3 

Alaska ..; 2U 2.3 2.2 2.2 . 2.^ ... -O.'f -0.9 ^f.^f 

Hawaii 3.7 3.'f 3.3 3.1 3.1 ^ ... -0.8 -0.6 -3.1 

^ -, — ■■ • ■ ^ V ■ -i — — ■ ^ 

h9'f0 and 1950 data are estimated based on published figures. ' - 

^1960 irilcludes hospital^units of 4nstitutions. i « . " 

^Ci^lian population. . ' . ^ ■ , ' 

NOTE: Community hospitals include all non-Federal short^ay hospitals classified by the American Hospital Association-fb one of the 
following services: general medical and surgical; obste^cfi and gyn^ology; eye, ear, nose, and throat; rehabilitatidtl; orthopedic; 
^ther specialty; children's 'general; children's eye, ear, nosejland throat; children's rehabilitation; children's orthopedic; and children's 
other specialty. * ^ \ 

SOURCES: American Medical Asspd^^tlon! Hospital service in the United States. JAMA 116(11): 1055-11^^, mi, and 1^^6(2): 109- 
IS'f, 1951. (Copyright 1^1 ar)d^*^^51: Used with the permission of the American Medical Association.); American Hospital 
Association: Hospitals. JAHA 35(15.): 383-^^30, Aug. I, 1961. (CopyrightJ961: Used wi|h the permission of *theJ^merican Hospital 
Association.); Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from the Master 
Facility* Inventory; U.S. Bureau of the Census: Current Pppulation Reports . Series* P-25, Nos. 72, 30^^, ^^60, 6/fO, 6^2, and 790. 
Washington. U.S. Government Printing Off ice, 1953, 1965, 1971, 1^76, and 1978, and' unpublished data. 
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Table 58. Occul^ancy rate in contmonity hospitals and average annual rate of change, acci)rdin^ to geographic division and 
\ ' . o , State: United States, selected years 1940-77 j 

' ' . ■ ■ > ■ U 

. (Data are based on reporting by facilities) 



Geographic division 
and State 



Year 



Period 



19^0^ 19602 1970 ^1975 1976 1977 19^0-60 ^-^ l96Q-702 1970-75 1975-77 



. United States — 

New England ^ 

Maine 

New Hampshire 

Vermont ^ 

Massachusetts 

. Rhode Island 

Connecticut 

Middle Atlantic 

New York 

New Jersey 

^Pennsylvania — 

East North Central 

Ohio 

Indiana 

Illinois — - — 

Michigan ^ 

Wisconsin 

West North Central 

Minnesota ' 

Iowa 

Missouri 

^iorth Dakota 

South Dakota — 

Nebraska - 

Kansas 

South Atlantic 

Delaware ^ — 

Maryland - — / 

District of Columbia 

Virginia t; 

West Virginia 

North Carolina 

South Carolina* — 

Georgia - 

Florida — — - 

East South Central 

f 

Kentucky 

Tennessee 

Alabama --^ 

Mississippi ^ 

See f ootngrtes at end of table^ 



Percent of beds occupied 
69.9 7^.7 77.3 7^.2 73.9 73.3 



Average annual rate of change 
0.3 0.3 -0.8, -0.6 



72.5 

'72. 
65.3 
68.8 
7a. 8 
77.7 
75.9 

75.5 ' 



78.9 

3 



75.2 

.73.. 2 
66.5 
68.5 
75.8 
f5.7 
.78.2 

78.1 

79.^ 
78.^ 
76.0' 



71.0 


78. 


72.1 


81.3 


68.5 


79.6 


73. r 


* 76.0 


71.5 


80.5 


65.2 


73.9 


65.7 


71.8<> 


71.0 


72.3 


63.6 


72.6 


68.6 


75.8 


61.9 


71.3 


59.1 


66.0 


59.0 


65.6 


60.^ 


69.1 


66.7 


7'(.8 


59.2 


70.2 


7'^.6 


73.9 


76.2. 


80.8 


70.0 


w78.0 


62.1 




6'^.6 


73.9 


69.1 


76.9 


62.7 


71.7 


57.5 


73.9 


62.6 


. 71.8. 


61.6 


73.^ 


65.5 


/75.9 


59.0 


70.8 


63.8 


« 62.8 



79.7 

73.0 

73.^^' 

76.3 

"80.3 

82.9 

82.6 

82.^ 

82.9 
82.5 
.81.^ 

79.5 

81.8 
80.3 
79.3 
80.6 
73.2 

73.6 

7 J. 9 
71.9 
79.3 

67. r 

66.3 
69.9 
71. 

77.9 

78.8 

79.3 

77.7 

81.1 

79.3 

78.5 

76. 

76.5 

76.2 

78.2 

79.6 
,78.2 
80.0 
73.6 



77.6 

71.1 
71.^ 
70.7 
79.1 
82.2 
78.6 

81. 

8(^.2 
81. 1 
77.2 

77.2 

80.6. 

76. 

73.7 

78.8 

71.5 

70.6 

70.7 
67 .i 
75.9 
69.1 
63.8 
65.8 
69.9 

73.9 

81.0 

79*3 

78.9 

77. 

75.3 

77. 

7^.2 

6S.2 

70.5 

7^.0 

77.3 
7k. ^ 
72.6 
71.^ 



77^.5 
72. 1 

n.3 

7(^.3 
78.6 
32.1 
78.5 

82. 1 

85.1 

81. 

77.8 

76.6 

80.2 
76.7 
75.^ 
77.3 
70.9 

70.3^ 

70.9 
67.9 
7'f.8 
68.9 
62.6 
66.1 
69.2 

I- 

73.5 

81.1 
81.9 
76.8 
76.3, 
75.0 
77.5 
73.8 
68.0 
69.2 



.73.i 73.5 



77.3 

69.3 
71.7 
75.3 
78.5 
82.0 
78.8 

81.3 

83.8 
81.7 . 
77,.3 

78.6 
76.0 
75,1 
76.1 
69.5 

69.-3 

70.5- 
66.^ 
73.5 
66.5 
62.0 
65.0 
68. 3^^ 

73.2 

81.0 
82.8 
78.6 
75.9 
73.8 
75.7 
7'^.1 
67.0 
69.5 



0.2 

0.1- 

0.1 
-0.0 

0.3 
-0.1 

0.1 

0\2 

0.0* 

O.'f 

0.3 

0.5. 

0.6 
0.8 
0.2 
0.6 
0.6 



77.1 
73.9 
72.9 
69.^ 



76.6 
73.^ 
72.9 
70.9 



0.1 
0.7 
0.5 
0.7 
0.6 
0^5 
0.7 

0.6 

0.9 
-0.0 
0.3 
0:5 
0.9 
0.7 
0.5 
0.7 
1.3 

0.7 

*0.9 
0.7 
0.9 

^.1 



0.6 


-0.5* 


-0.2 


-0.0 


-0.5 


-1.3 


1 .0 


-0.6 


0,2 


1.1 


-l."5 


3.2 


0.6 


^ ,0.3 


-0.^ 


0.9 


-0.2 


-0.1 


0.5 


-1.0 


0.1 


0.5 


-0.2 


^-0.1 


0. k 


0.'3 * 


-0,2 


0,5 


-0.3 


0.^ 


0.7 


-1.1 


0.1 

* 


0.1 


-0.6 


-1.0 


" 0.1 


-0.3 


-1.2 


0.1 


.-1.0 


. -03 . 


O.i^ 


-0.9 




0.0 


-0.5. 


-1.7 


-O.i 


-0.5 




0.2 


-0.8 


-0.9 


JJ . L 


-0.-7 


-0. 1 


-0.1 


-1.3 


-0.7 


0.5 


-0.9 


-1.6 


-0.6 


0.6 


-1.9 


0.0 


-0,8 


-1.^ 


0-6 


-1 .2 


4 -0.6 




-0.^ 


-1.2 




-1.0 


. -0.5. 








1.2 


0.6 




0.7 


■f 


2.2 




s 0.3 


-0.2 


0.^ 


-0.9- 


-10) 


0.6 


-1.0 


-1.0 


0.6 


-0.3 


. -1.1 


-0.1 


-0.6' 


-0,.l 


0.7 


-2.3 


-0.9 


0.3 


-l.>6 


■ -0.5 


/ 






0.9 


/-l.l 


-0.3 


0.8 


-b.6 


* -0.5 


5.3 


-i:o 


-0.7 


1.2 


-K9 


0.2 


, 1.6 


.,0.6 


-O.^f 







'^4 



168. 



190 . 



Table 58. Occupiincy ratf in CQiiiinuijiUy hospitals and average annuaUate of change, according' to geographic division and 

State: United States, selected years 1940-77— Continued 

(Data are based on reporting by facilities) 



Year 



Period 



Geographic division 
and State 



1960^ 



1970 



1975 



Percient of beds occupied 



West SoatK Central ^ — 

Arkansas ^ — — ^ 

Louisiana — — . 

Oklahoma 

Texas * 

Mountain — — — 

Montana 

Idaho ; 7 

Wyoming — 

Colorado ; — 

New Mexico — : — 

Arizona 

Utah 

Nevada*—-^ 

^ Pacific 

Washington 

6regon — — 

California — ^ 

Al^ka 

Hawaii 



62.5 


68.7 


73.2 


69.1 


55.6 


70:0 


7^ A 


- 70.3 


75.0. 


67.9 


'73.6 


68.8 




71.0 


' 72.5 


69.3 


59.6 , 


68.2 


73.0 

t - 


69.0 


60.9 


69.9 


71.2 


68.4 


62.8 


60.3 


65.9 


61. 


65. 


. 55.9 


66.1 


68.2 




61.1 


63.1 


55.9 


62.1 


c 80^6 


U.Q 


69.1 




65.1 


69.8 


63.6 


61.2 


7^.2 


73.3 


73.5 


65.8 


70.0 M 


73.7 


73.6 


67.9 


7Q.7 


72.7 


67.2 


'69.7 


71. 


71.0 


66.2 


67.5 


6.3.'* 


69.. 7 


67.7 


71.2 


65.8 


69.3 


66.6 


69.9 


7^.3 


71.3 


66.0 


y, . 


53.8 ' 


59.1 


63.3 




61.5- 


75.7 


68.1 



68.5 



68.9 
69.7 
67.. 1 
68.4 



68.2 

59,6 
65.6 
57.8 
70.5 
65.8 
72.8 
69.9 
67,4 

1 

65.6 

66.2 
66.4 
65. if 

39. r 

68,3 



1976 1977 1940-60^^2 1960-Z02 1970-75 1975-77 



Average annual rate of change * 



\ 

'(^^7.5 

68.4 
68.8 
. 66.1 
■ 67.3 

6^6.6 

59.3 
65.9 
53.6 
68:0 
62.8 
71.0 
69.4 
67^.7 

66.0 

65.9 
66.8 
65.8 
39.5 
72.7 



1 



1940 data are estimated based jsn published figures. 
'1%0 includes^spital units of institutions. 



0.5 

1.2 
-Q-.5 
1.3 
0.7 

0.7 

-0.2 
-0.8- 
1.3 
1.3 
1.6 
1.0 
0.3 
0.2 

0.1 

-0.3 
-0.4 
0.3 



0.6 

0.6 
0.8 
0.2 
0.7 

0.2 

0.9 
1.7 
, 0.3 
-V -0.9 
0.7 
• -0.1 
0.5 
0.3 

>0.1 

1.0 
0.5 
-0.4 
0.9 
2.1 



-1.1 

-1.1 

• «'-0.9 
-1.1 

"-0.8 

-1.4 
0-.6 
-2.4' 
-1.4 
-1.8 
0.1 
-0.0 

-r.6 

-1.4 

-0.6 
-0.8 
-1.5 
1.4 
-2.1 



-,1.2. 

-1.4 

-2.3 
-1.2 

-1.3 

-1.7 
-1.7 
-2.1 
-0.8 
-0.6 
-1 .7 
-2.9 
0.4 

-0.2 

.-1.3 
0.2 
-0.2 
-3.0 
3.3 



• NOTE: Community hospitals include all non-Federal short-stay hospitals clasiiif ied by the American Hospital Association to one of the 
following services: general medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; othei* 
specialty; children's general; children's eye, ear, nose, and throat; children's rehabilitation; children's orthopediq and children's other 
^specialty. > 

SOURCES: American Medical Association: Hospital service in the United States. JAMA 11^(11): 1055-1144, 1941. (Copyright 1941: Used 
with the permission of the American Medic^ Association.); American Hospital Association: Hospitals. 3AHA 35(15): 383-430, Aug. 1, 
■ 1961. '(Copyright 1961: Used with the permission of the American Hospital Association.); Division of Health Manpower and Facilities 
Statistics, National Center for Health Statistics: Data from the Master Facility Inventory. ■ < 
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Table 59. Full-time equivalent employees per 100 average daily patients in community hospitals and average annual rate of 
change, according to geographic division and^State: United 1^^^ 

(Data are based on reporting by facilities^ 



Geographic ^ 
division and State 



United States 

New, England 

Maine v 

New Hampshire — — . 

Vermont 

Massachusetts— 7 

Rhode Island— ^ 

. Connecticut 

Middle Atlantic- 

fsjew York 

New Oerseyr— 

- Pennsylvania— — 

'East North Central * 

Ohio 

Indiana — 

Illinois '^"Z'^ 

Michigan—- — 

Wisconsin — 

■ Vlfest North Central — \ 

Minhefsota 

* Iowa 7— * ' — 

Missouri — — 

North Dakota 

South Dakota ->r- 

Nebraska 

Kansas— 

* South Atlantic— ^ 

Delaware 

Maryland * — 

District of Columbia- 

Virginia 0 

West Virginia^ — 

. North CaT^fina- 

South Carolina • 

^Georgia — »- r 

Florida — ♦ 

East South Central 

. Kentucky -i^—- — 1—— 

Tennessee 

Alabama * — 

. Mississippi ^ 

^ •■ 

See footnbte at end of table. 







Year 








Period 




1960^ 


19f& 


1975 


1976 


— V- 

1977 


1960-70^ 


1970-75 


^5-77 


Number of employees per 100 


... . • 
average daily patients v 


Average annual rate of change 


226 


302 


3^*9 


358 


369 


2.9 


^ 2.9 


2.8 


2<f9 


351 


i^n 


<f2<f 


W2 


3.5 


3.3 


2A 


227 


289 


359 


379 


<»01 


2A 




5 J 


2^*0 


310 


3^*7 


. 356 


375 


2.6 


2.3 


<^.0 


997 


J 1 0 




339 

J J J 


332 




1.7 


-2.0 


252 


365 ' 


«f36 


<f<f9 


<»53 


3.8 


3.6 


1.9^ 


970 


JO J 


J J 




460 


■ 3.6 


2.5 


3. 1 


2i^7^ 


31*7 , 


397 


<»08 


<»21 


. 3.5 


2.7 


3.0 


225 


311 


' 352 


3'»9 


362 


3.3 


< 

2.5 


1.^ 

■* 


233 


• 336 


375 


363 


375 


a 

3.7 


2.2 


.O.nO 


225 


278 


. 308 


313 


320 


2/1 


2.1 


1.9 


2it* 


287 ^ 


3^*0 


•3'»7 


36<» 


3.0 




3.5 


226. 


299 


3'»3 


355 


368 


2.8 


2.8 


/ 3.6 


232 


302 


33'» 


3'»'» 


360 


2.7 


2.0 


3.8 


216 


280 


320 


331 


3'»6 


2.6 


2.7 




226 


301 - 


357 


373 


37.9 


2.9 


' 3.5 


3-1 


239 


313' 


36<» 


373 


386 


2.7 ^ 


3.1 


3.0 


1 99 


277 


315 


326 


350 




2.^ 

• 


5.^ 


212^ 


273 


305 


- 320 


332 


2.6 


2.2 , 


^.3 


220 


273. 


- 296 


311 


325 


2.2 ^ 


1.6 




ZUo 




293 


313 


325 


2.2 


2.6 


5.3 


217 


289 


326 


' 3<»1 


353 


2.9 


2.(f 


^•1 


17/ 




97 




292 


3.7 


1.5 


3.^ 


188 


2^7 


29^* 


303 


306 


2.8 


3.5 


2.0 


220 


276 


298 


307 


315 


. 2.3 


.1.5 


2.8 


210 


270 


313 


328 


338 




3.0" 


3.9 


217 


295 


3^f3 


350 


358 


3.1 


3.1 


2.2 


2^*3 . 


328 


390 


396 


39<» 


■ 3.0 


3.5 


0.5 


237 


\ 35^^ 


391 


383 


387 




2.0 


-0.5 


2^*0 


'363. 




<»6<» 


<»9<» 




'^.l 


5.6 


193 


289 


323 


325 


326 


<*.l 


2.2 


0.5 


198 * 


255 ^ 


298 


303 


321 


2.6 ' 


3.2 


3.8 


196 


277 


.319 


325 


3'»0 


3.5 


2.9 


3.2 


185 


257 


302 


' 32<» 


330 


i.3 


3.3 


<».5 


233 


29^* 


36^* 


373. 


381 


2A 


(^.^ 


' 2.3' 


2t*5 


295 


3^*6 


35<» 


361 ^ 




3,2 


2.1 


227 


275 


306 


' 31<» 


321 


1.9 ' 
1 


2.2 


2'.<». 


229 ' 


276 


292 


298 


30V 


1.9 


1.1 


2.0 


231 


28^ 


315 


321 


■ 330 


2.1 


2.1 . 


'2.f 


233 


266 


308 


319 


328 


1.3 


3.0 


3.2 


207 


270 


300 


31<> 


315 


2.7 


* 2.1 


.2.5 
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Table 59. I^ull-time equivalent^eiiiiployees per 100 average daily patients in community hospitals and average annual rate of - 
change, according to geographic division and State: United States, selected years 1960-77— Continued r 



(Data arp based on reporting by facilities) 



■ i—. 






Year 




• 




Period 




Geographic 


















divjsic^ and State ' 








^ 

19?6 




4960-70^ 






1960^ 


1970 


1975 


1977 


1970-75 


l?75-77. 


• 


Number of empj^oyees per 100 average daily patients 


Avercige annual rate of change 


West South Central ^1 


' 225 


297 


3(f6 




364 


2.8 


. 3.1 


/ 2.6 




209 


27'* 


318 


r 320 


332 


2.7 


3.0 


2.2 ^ 




218 


292 


35^ 


356 


363 


3..0^ 


3.9 


1.3 




218- 


296 


359 • 


" ' 375 


383 


3.1 


3.9 


3.3 • 




232 


30f 


3^*6 / 


353 


367 


2,7 


' 2.6 


3.0 


' '■ ■• ' ' ' / 

Mount^irt— — — — 


226 


299 


36k , 


381 


392 


- 2.8 

■ ■ \ 


4.0 


3,.8 ' 


Montana—— 


216 


2i»7 


301 


323. 


342 




4.0 


6.^ ^ 


Idaho™— 


255 


281 


321 


3^3 


343 


1.0 


2.7 


3,4 


Colorado/ « 


217 


251 




350 


397 


1,5 


6.5 


7.4 


221 


306 


373 ' * 


391 


383 


3.3 




1.3 




228 


ilt 


389 




435 


3.3 . 


• 


8,2 


Arizonar 


2l2 


^ 327 . 


^ 381 — 


390 


406. • 


3.9 


3.1 


3,2 


Utah-;- r 


2t*3 




388 


. «*06 


422 , 


,2.3 


.5.0 


4.3 


Nevada-. 


22^ 






363 


380 


2.H 


3.9 


5.1 




21*3 


327 


j V 


418 


. 435 


■, 3,6 


4.2 


4.2 


Washington— 7 7 


263 


313 


382 


^ '^OO 


414 . 


1.8 


4.1 ♦ 


4.1 


Oregon 


232 


303 


387 


3Sif 


393 


2.7 


5.0 


0.8 


California ^ ^ 


2tti 




'^07 




445 


3.3 


4.0 


4.6 




220 


V 3or 


385 


'^58 


445 


3,2 


5.0 


7.5 


Hajvaii 


226 


.278 


357 


411 


375 


• 2.1 


5.^1 


2.5 



^96% includes hospital units of institutions. Excludes students, interns, and residents.- • ^ ' 

NOTE: Community hospitals include all non- Federal short-stay hospitals classified by the American Hospital Association to one of the 
.following service^! general medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; 
other specialty; children's general;, children's eye, ear, nose, and throat; children's rehabilitation; children's orthopedic; and children's 
other specialty. • ^ , . 

SOURCES; American Hospital Association; Hospitals. 3AHA 35(15): 383-430, Aug. 1, 1961. (Copyright 1961; Used with the 
permission of the American Hospital Association.).; Division of Health Manpower and Facilities Statistics, National Center for Health 
Statistics; Data from the .Master Facility Inventory. 



Table 60. OulpallenI visits per 1,000 patient days in community hospitals and average annual rate of change, according to 
• / . geographic division and State: tlnited Slates, selected years 1970-71 

(Data are based on reporting by facilities) , • 



Geographic c^ivision 
and State 



Year 



1970 



1975 



1976 



1977 



Period 



1970-75 



1975-77 



U edited States 



Outpatient visits per 1,00J} patient days 
568 738 769 



760 



Average annual 
rate of change 



5.^ 



1.5 



New England 



Maine 

New Hampjhir^ — 

Vermont 

. Massachusetts 

Rhode Island r- 

Connecticut — 



Middle Atlantic - 



New Yor|c — - 
New 3ersey — 
Pennsylvania 



East North Central 



Ohio 

Indiana — 
lUinofs — 
Michigan - 
Wisconsin • 



West North Central — 



Minnesota 

Iowa 

Missouri 

North Dakota 
South Dakota * 

Nebraska 

Kansas t— — 



South Atlantic 



Delaware — ^ 

Maryland ^— 

District of Columbia ■ 

Virginia 

West Virginia— 

North Carolina ; 

South Carolina — — 

Georgia -h* 

Florida 



East South Central 



Kentucky - 
Tennessee - 
Alabama — 
Mississippi 



See footnotes at end of table. 



676 

596 
811 
596 
704 

620 
64.0 

647 

' 658 
517 
691 

513 

502 
484 
531 
588 
381 

373 

309 
348 
468 
150 
314 
264 
494 

547 

674 
809 

• 749 
557 
635 
509 

>45$ 
4 

401 

448 
441 
344 
349 



. 955 

940 
1,070 
' 954 
940 
845 
1>006 



1,022' 

982 
1,158 

85»- 
1,005 

836 
1,137 



1,006 

1,129 
1,183 
957 
1,005 
816 
979 



194 



7.2 

9.5 
5.7 
9.9 
6.0 
6.4 
9.5 



906 


929 ' 


901 


7.0 


896 






6.4 


706 


748 


666 


6.4 


jOBi^ 


^1 , UJ*t 


1 001 


8.4 


732 


779 


756 


7.4 


^670 


723 


700 


5.9 


7'»1 ■ 


804 


787 


8.9 


735 


752 


738 


6.7 


885 


985 


905 


8.5 


»573 


572 


623 


8.5 


<»99 


532 


543 


6.0 


387 


432 


443 


4.6 


525 


597 


609 


8.6 


573 


<_ 591 


577 


4.1 


211 


237 


279 


7.1 


308 


> 332 


432 


-0.4 


401 


434 


456 


8.7 


724 


720 


743 


7.9 


697 


. ' ,690 


675 


5.0 


1,036 


974 


965 


9.0 


991 


. 937* 


934 


4.1 


924 


944 


,898 


4.3 


682 


655 


612 


4.1 


792 


795 . 


759 


4.5 


664 


708 


' 714 


5.5 


608 


663 


670 


5.9 


679 


724 


704 ♦ 


6>.8 


570 


514 


509 


3.2 


«(98 


520 


514 


4.4 


558 , 


587 


560 


( 4.5 


526 


- 534 


, 518 




422 


472 


506 


^ — ^4.2 


475 . 


475 


458 


< -^6.4 



2.6 

9.6 
5.1 
0.2 
3.4 
-1.7 
-1.4 

-0.3 
ft, 
1.4 
-2.9 
-1.6 

1.6 

2.2 
3.1 



4.3 

7.0 
7.7 



0 
15 
18 

6 

•1 



-1.6 

-3.5 
-2.9 
-1.4 
-5.3 
-2.1 

3.7 

5.0 

1.8 
-5,5 

1.6 - 

0.2 
-0.8 
. 9.5 
-1.8 
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60. 'Outpatient visits per 1^000 patient days in community liospitals and average annual rate of change, according to 
' geograpl^ic dKvlsion and State: United States, selected years 1970-77— Continued 



Geographic divisjibrt 
and State: -'^i ^ 



(Data are based on reporting by facilities) 
Year 



1970 



1975 



1976 



1977 



^ . Period 

5 ■ 

1970-75 1975-77 



^ Outpatient visits per 1,000 patient days 



Ayerage annual 
rate of change 



West South Central 



Arkansas - 
Louisiana 
Oklahoma 
Texas 



442 


528 


573 


* ' 584 


3.6 


5.2 


306 


'»32 


441 


'464 


7/1^ 


3.6 


693 - 


756 


874 


^ 908 


1.8 


9.6 


292 


397 


471 


467 


6.3 


8.5 


LO 1 
4Z 1 




<* 


coo 

528 


3.6 


2.6 


525 


>81 


911 


. 912 


8.3 


8.1 


337 


538 


>95 


^07 


9.8 


6.2 


5I'» 


. 748 


865 


787 ' 


7.8 


2.6 ^ 


3k2 


670 


668 


831 


14.4 


11.*" 


532 


856 


918 


888 


10.0 


1.9 


*35 


. 690 


973 


1,067 


9.7 


2it.it 


Mi 


780 


907 


865 


3.8 


5.3 


" G77 


1,015 


1,375 


1,400- 


8,.4. 


I7.it 


395 


633' 


691 


811 


9.9 


13.2 


923 


935 


952 


987 


• 0.3 


2.7 


538 


816 ' 


900 


982 


8.7 


9.7 


612 


773 


809 


869 


4.8 


6.0 


1,006 


. 954 


966 


979 


-1.1 


1.3 


7t7 


1,388 


999 


876' 


. 13.2 


-20.6 


1,230 

1 


1,324 


1,^9 


1,670 


1.5 


12.3 V 



Mountaih - 

Montana — - — 

Idaho < — 

Wyofning — -r- 
Golorado — 
New Mexico — 

Arizorta 

UtaH 

Nevada — 

. ' Pacific 

Washington — - 

Pregon 

.California 

-Alaska 

Hawaii — 



NOTE: Community hospitgJs include all non-Federal short-stay hospitals classified by the American Hospital Association to one of the ^ 
following services: general medical and surgical; obstetrics and gyrlecology; eye, ear, nose, and throaty rehabilitation; orthopedip; other 
specialty; children's general; children's eye, ear, nose, and throat; children's rehabilitation; children's orthopedic; and childrdfh's other 
specialty. 

SOURCE: Division of Health Manpower and Facilities Statistics, National Center.for Health Statistics: Data from the Master Facility 
Inventory. , - . 
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Table 61. Long-^tgy hospitals and beds, according to type of hos|rttal and ownership: United Stales, 1972 and 1977 

• (Data are based on reporting by facilities) . 



Year and type 
of ownership 



Ail 
long-stay ' 
hospitals 



General 



1972 

All ownerships 

• 

Government — ' 

Federal ^-^ 

State- local 

Proprietary - 

Nonprofit ^ 

1977 

All ownerships 

Gover>nm£nt_:^— ' 

Federal — 

State- local — 

Proprietacy 

Nonprofit 

1972 

All ownerships — r— 

"t 

Government — 

Federal'— — -r — 

State- local — — • 

Proprietary 

Nonprofit ^— — 

1977 

All ownerships 

Governmervt 

Federal : 

^ State- local 

Proprietary — 

Nonprofit 

SOURCEt Divisfon of Health 
inventory- 



757 



3,23 
65 

168 



597 



%l 



383 
f2 

3«*1 
72 



,59^- 



«f35,226 
60,220 

375,006 
5,935 
20\W 



51 



«f7 
33 

3 
1 



3^ 



26 
15 
.11 
. 3 
5 



30,861 



30,428 
26,501 
3,927 
371 
62 



Type of hospital 



Psychi- 
atric 



^teccu- Rehabil- Chronic 
ld$is itation disease 



Number of hospitals 
'^O't ' 75 • 



56 



306 
29 

277 
50 
<f8 



360 



70 
70 
5 

17 



II 

11 

2. 
it3 



52 



r ^ 16 

16 

• 1 

Number of beds 
363,203 12,351 ; 



256 

232 
5** 
' 50 



13 

13 
5 
3^ 



6,99«* 



353,611 
32,093 
321,518 
'^,391 
. 5,201 



12,011 
12,011 
3«*0 



277,278 


-l'*,925 


21**, 


056 


3,112 


252,557 


^ 

1^^,068 


203 


553 


3,013 


36,770 


11,683 


• 23 


5^*0 




215,787 


2,385 


180 


,013 


3,0U 


6,639 


260 




,922 




1&,082 


597 


5 


,581 


99 








^. 





3,206 

3,206 
361 
3,<f27 



6,2^5 



2,537 

2,537 
,666 
3/082 



75 



48 
7 

20* 



•59 



3 

16 



23,72U 



I9,m 
19,781 
3,397 



20,p03 



16,725 

16,725 
289 
2,990 



Other 



96 



3 

38 
51 



75 



32 
3 

29 
7 

36 



2«»,«»65 



i6,ia9 
1,626 N 

l'»,563 
266 
8,010 



18,897 



12,661 
1,5«»7 

11,114 
503 
5,733 



Manpower and FadH,tres Statistics, National Center for Health Statistics: Data from the Master Facility 



Table 62. Nursing homes and beds, according to selected characteristics: United States, 1973-74 and 1977 



(Data are based on a sample survey of nursing homes) 



Characteristic 



Nursing homes 



V 



1973-7'* 1 



1977 



Percent 
Number distri- 
butionP 



Percerg 
Number distri- 
bution 



Nursing home beds 



1 973-7^ i 



1977 



Number 



Percent 
disttli- 
bution^ 



Percent 
Njimber distri- 
bution 



Total ^- . 15,700 100.0 18,900 100.0 1,177,300 100.0 l,W2,ifOO 100.0^ 

" — ' ^ 1 ' — ' • — ' — ■ — ' — : 

Ownership \ 

Proprietary 11,900 , 75.^ . I'*, 500 76.8 832,3/)0 70.7 971,200 69.3 

Nonprofit and government — — — 3,900 2«f.6 ^^kOO 23.2 3^5,000 29.3 '^31,200 30.8 

Certification2 — ^ . jfg ^ 

Skilled nursing facility 5,300 33.5 3,600 19.2 . «f71,900 'fO.l 29'*,000 21.0 

Skilled nursing and . ' ^ 

. intermediate care facility 2,«f00 '^,600 2^.2 .291,600 2'f.8 5^*9, 'fOO 39.2 

Intermediate care facility . «f,«fOO 28.1 6,000 31.6 253,200 21.5 391,600 27.9'- 

Notcertified ^ 3,600 f-23.1 — ^^700 . 25.0 160,600 13.6 167,«f00 11.9. 

. Bed size . ^ 

Less than 50 beds 6,'>00 «f0.8 8,000 W.3 178,800 15.2 182,900 13.0 

^0-99 beds 5,^0 35.0 - '5,800 30.8 392,500 33.3 'fl7,800 29.8 

100.199^beds — 3,200 20. 'f,200 22.3 '*17,900 35.5 5^*6, 'fOO 39.0 

200 beds or cnore — — 600 3.8 90Q tf,6 ' 188,000 16.0 255,'fap 18.2 

Geographic region 

Northeast- 3,100 19. A 3,900 ' 20.5 . 250,800 21^.3 31'f,900 22.5 

North Centrar 5;600 35.7 5,900 31.1 W8,800 3«f.7 W,^00 3«^.5 

,South— «f,100 26.1 ^^,900 26.0 303,700 25.8 381,500 27.2 

West 2,900 18.5 ^^,200 22. >-21'f,100 18.2 * 222,1*00 15.8 

^ 11^ . ^ \ % \ 

1 . ^ ^ ' 

Excludes personal care and domiciliary care homes. 

Medicare extended care facilities and Mediisaid skilled nursing homes from the 1973-74 survey were considered to be equivalent to 
Medicare or Medicaid skilled nursing facilitiesnn 1977 for the purposes of this comparison. 
• * 

NOTE: Numbers are rounded to the nearest hundred. Perceojs are calculated on the basis of unrounded figures. 

SOURCE^ Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the National Nursing 
Home, Survey. . 

. * \' ^ 

■% . _ --. * 
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table 63. Nursing home beds per 1,000 resident population 65 ^ears of age atld over, according to type of home, 

geographic division, and State; United States, 1971 and W76 * 

(Data are based on reporting by facilities) 



1971 



1976 



Geographic division 
and State 



Total 



Nursing 
" care 



Personal 
care and 
other ^ 



Total 



Nursing 
care 



United States 

fslew England — t 

Maifve 

New Hampshire - 

Vermont^ — — 

Massachusetts^ 

Rhode Island^— 

Connecticut ..a.-^— , — 

Middle Atlantic- 

New York — 

New Jersey 

Pennsylvania^ — 

East Nortl/Central 

Ohio r-; ^— r ^ 

Indiana 

Illinois — -\;^ 

Michigan^-—-— 

Wisconsin^-;— — 

West North Central — 

Minnesota? 

Iowa — — 

Missouri^ — 

North Dakota 

South Dakota 

Nbbraska2 — * 

Kansas -t-'— 

South Atlantic - — 

Delaware : 

Maryland 

District of Columbia 

Virginia^— 

West Virginia 

North Carolina^— 
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Tajt^ie 63. Nursing home beds per 1»000 resident population 65 years of age and over, according to type of home^^ 
geographic division; and State: United States^ 1971 and 1976— Continued^ ■ ^ 

(Data are based on reporting by facilities) ^ . 
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' Includes personal care homes with nursing, personal care homes without nursing, and domiciliary care homes. <»* V 
2 The change from Federal to State data j;:qJJcfction in thjse States may have introduced changes in data colfection procedures 
coverage, definitions, and concepts between 1973 and 1976. 

*« 

SOURQ|ft Division of Health Resources Utilization Statistics, National Center for Health Statistics: Unpubjishid da^a from the 
MasteiB|cility Inventory; U.S. Bureau of the Census: Population estimates and projections. ^ Curr^nt Population Reports , Series P-25, 
No. 73<*.^W*shington. U.S. Government Printing Office, Nov. 1978. '"'^ ' 
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SECTION IV « • 

Health Care Expenditures* 




A. National health expenditures ^ 

National health expenditures are compiled and published 
^on a yearly basis by the Health Carp Financing Adminis* 
. tration (HCFA). They include the sum of expenditures for 
personal health care/ prepayment and administration, 
Gov^nment public health activities, and research and 
medical facilities ccmstruction. They exclude expenditures 
for education and training of physicians and other health 
workers and nonmedical activities generally related to 
industrial and.enj^ironmental health hazards such as pollu- 
tion controland occupational* safety. * 

In 1978, health expenditures in the Ujiit&d States totaled ^ 
$192.4 billion^ an average of $863 per person. During the^ 
1970*s, national health expenditures have more than\ 
doubled with an average annual increase of 12.6 percent. \ 
Price controls, imposed during the Economic Stabilization 
Program, were briefly successful in holding down health.) 
care spending. The controls were lifted in 1974, however, 
and. an increase in expenditures pf 13.8 percent followed 
for 1974-75, Intfl978, the trend of rapidly rising health 
expenditure; continued with an annual increase of 13.2 
percent. - ^) 

The Nation's total health care bill continues to represent 
a growing proportion of the gross national product (GNP). 
The greatest increases in this proportion odcurred between 
1973^d 1975 when growth in the GNP sloweckto about 8 
percent per year. For this same period, national l^eabhc^ 
expenditures increased by more than 13 jef^cent per^^ar 
and » consequently, from 7.8 percent or the GNP IQ 8.6s 
. percent. During the past three decades^ the GNP increased 
from $284.8 billion in 1950 to $2.1 trillion in) 1978, 
representing an average annual increase of 7.4 percent. 
During" this period, health care expenditures increased at 
an average annual rate of 10.2 percent, comprising 9. 1 per- 
cent of the QNP in 1978, compared with only 4.5 percent 
in 19S0. Moreover, per capita expenditures for 1978 were 
more than 10 times the level for 1950, increasing from $82 
to $863 per person. ^ v 

The level of health ca(e spending is determined by the 
quantities of various purchased services and the price of 



> Prepared by Barbara G. Weichert^ Division of Analysis, National 
Center for Health Statistics. 



each service. Quantities change as a result of changes in the 
size and characteristics of the population and in the utiliza- 
tion patterns of various population groups. Rapid 
increases in health care prices, however, have been the 
primary force behind the huge growth in heahh expend- 
itures, / 

Between 1969 and 1978, personal health pre expend- 
itures (the largest component of national health care 
expenditures) increased from $57.9 billion to $167.9 
billion— an average increase of 12.6 percent per year. It is 
estimated that 63 percent of this growth was due to price 
increases. The impact of inflation has bgen even more pro- 
nounced fdr the latter half of this period. Health expend- 
itures increased rapidly immediately following the end of 
the Economic Stabilization Program in 1974 — 15.3 percent 
for the 1974-7S period. Price change accounted for 80 per- 
cent of tliis increase; and for 1977-78, 68 percent of the 
growth in personal health care expenditures was attributed 
ta pfice. 

Increased utilization and changes in the health care 
product accounted for 2S percent of the increase in health 
expenditures for 1977*78. Rising incomes lead to greater 
consumption of health care, although this relationship has 
diminished because of the increase of third-party payment 
mechanisms. Private insurance defrays the direct cost of 
health care to the consumer— encouraging increased 
utilization and demand for higher quality of care. Govern- 
ment programs, such as Medicare and Medicaid, provide 
health care to the elderly and the poor— both previously 
underserved groups. In addition, utilization inc;;^ases with . 
age, and the elderly are a growing proportion of the 
population. 

Technological advances in health care have contributed 
significantly to cost ificreases. Sophisticated treatment 
processes such as intensive care units, radiation therapy, 
and renal dialysis are expensive. In addition, they generally 
require more highly skiljed medical personnel, further 
increasing the cost. \i 

In discussing increases in health care costs, it is useful to 
compare them with increasing costs in other sectors, 'phe 
Consumer Price Index (CPI), compiled by the Bureau of 
Labor Statistics, U.S. Department oif Labor, is the major 
source of information regarding price changes in the 
American economy* It is designed to measure the change in 
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prices of a given "market basket" of goods and sefvices 
that represents the purchases of urban, w^ge earners and 
clerical workers, (Beginning in 1978, an Index for all urban 
consumers has also been published .each month; for con- 
tinuity, the present report employs the index fjor urban 
wage earners and clerical workers.) The CPI is intended to* 
measure changes in price for goods and servfces of a con- 
stant quality. Despite the highly detailed specifications of 
the products and services that are priced,. barely discernible 
changes in quality can distort the measure of price change. 
For instance, the charges for very specifically defined 
diagnostic X-ray procedures in hospitals enter the galcula- ^ 
tion of the Consumer Price Index. XJuality changes are 
controlled throligh monitoring of the number and types of 
personnel involved and various related factors. 
Technological advances, involving improvements in equip- 
ment or technique, might result in a reduction of poten- 
tially deleterious exposure to ionizing radiation or ia 
greater diagnostic accuracy. Whether or not these 
improvements in quality resulted in increased charges for 
the procedure, the index would be spuriously inflated as a 
result of a quality improvement for which no compen^ 
satory adjustment was made. Deteriorating quality of 
goods or services leads to underestimates of the price rise. 
It is not clear during which«pe'riods the CPI has overstated 
* price increases and during Which periods it has understated 
them. 

Historically, increases ^n the medical care component 
have outpaced those for the total index (all items). 
Hospital charges and physician fees have contributed most 
to the increases in the medical care component, while den- 
tist fees have increased at rates similar to the overall CPI. 
Between 1950 and 1978, the price of medicafcare more 
than quadrupled, increasing' at -an average annual rate of 
6.2 percent. For the same time period, the overall CPI rose 
slightly 'more than 2.5 tijrfes, increasing at an average 
annual rate of 3.6 perdent. The major portion of the 
increase in medical care prices has occurred since 1965; 
from 1950 to 1965, the average apnual increase was 3.5 
percent, compared with 7.1 percent from 1%5 to 1978. 
Medical care price increases have also added to the increase 
in the Jotal index. For all time periods measured, the 
average annual percent change for the total CPI is greater 
than the CPI less medical care— an indication of the 
impact of medical care price5,.on inflation. 
■ " After* the wage and price controls imposed by the 
Economic Stabilization Program (August 197j-April 1974) 
were lifted,^ medical care prices began increasing rapidly. 
From 1977 to 1978, however, this growth in medical care 
prices has slowed, while the rate of intrease for the overall 
CPI accelerated in 1978. This has narrowed the gap 
between increases in the total index and the medical care 
component. »• 

. When compared with Qth^r major components of the 
CPI (food, clothing, ' housing, and transportation), 
medical care prices, with k few exceptions, outpace other 
-increases. The medical care index Ijgis increased, at an 
average annual rate of 5.2 percent since 1950— substan- 
tiaily greater than the corresponding increases for other 



jpmpbnents. Moreover, compared with the fluctuations 
for other components, the rate of increase for n\edical care 
prices accelerated steadily from 1950 to 1977. However, 
the most recent, data suggest a decline in the rate of 
increase— from 9.6 percent for 1976-77 -to 8.4 ptrcerit for. 
1977-78. 



B. Sources and types of payment ^ 

Funds for health care expenditures are derived from both 
private and public sourcj^s. Private expenditures are those 
paid directly by consumers, by private health insurance ' 
carriers, and: by industry and philanthropic organizations. 
Public expenditures are those made by Federal, State, and 
-local governments and include: Medicare and Medicaid, 
which pay for health care serviceis provided to the aged, 
disabled, and poor; programs that provide services directly 
to spedtied beneficiaties sucl^as veterans, members of the 
armed services, and crippled children; and workmen's 
compensation benefits, which are required by legislation 
but underwritten by private insurance carriers. 

When the Medicare and Medicaid programs went into 
effect in 1966, public spending began to grow rapidly. In 
1978, public per capita expenditures were $350,40, 6.5 
times the pre-Medicare«Medicaid Jevel of $54.13 in 1965. 
With an average annual increase of 16.5 percent, total 
public expenditures have increased 1.6 times as fast as 
• private expenditures. Moreover, while public funds 
accounted for one-fourth of all health expenditures in 
1965, they accounted for 40.6 percent in 1978. (^onversely, 
private funds paidf75.1 percent of the total he^th care bill 
in 1965 and 59.4 percent in 1978. 

Since 1965, increases in public spending for health care 
have not occurred at a constant rate. From 1965 to 1970, 
the average annual increase in public expenditures was 20.6 
percefit, an incceasc that can be largely attributed to the 
enactment of the Medicare and Medicaid programs. The 
rate of increase then subsided until 1974 when it^increased 
sharply to 20.1 percent. Reasons for this sudden increase 
include the rapid inflation f'ollowing the lifting of p/ice 
contfdls in 1974 and the expansion gf the Medicare and 
Medicaid programs, hi addition, an administrative change 
in the method of payment for hospital services covered by 
the Medicare program substantially increased expenditures 
for fiscal year 1975. Since 1975, the growth of public 
financing for health care has stabilized and is comparable 
to financing by the private sector with average annual 
increases of 12.7 percent and 13.5 percent, respectively, for 
1977-78. ' 

Third-party payments (i.e., all health care payments not 
paid directly by the consumer) continue to account for ian 
increasing proportion of personal health care' expend- 
itures— 67.1 percent in 1978. Public sources^paid 38.7 per- 
cent of the Nation's health care bill in 1978, with the 
Federal Government responsible for a much larger share 
than State and local governments. Moreover, there has 
been considerable trowth in Fede;ral thfl^d-party 
payments— from 2.7 percent of total expenditures in 1929 
to 27.7 percent in 1978. On the other hand. State and local 
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contributions have remained fairly constant, at about 12 
percent, since the mid-1930's. 

Wjthin the private sector, the major portion of third- 
party payments is made by private health insurance car- 
riers. These payments have shown substantial growth since 
1950, increasing from -9,1 percent of the total health 
expenditures to 23.0 percent by 1978. Philanthropy artfd 
industry contribute a much smaller proportion, ranging 
from 2.9 percent in 1950 to 1.3 percent in 1978. 
. Hospital care expenditures, traditionally claiming the 
largest share of the^ health care dollar, have increased from 
30.4 percent of the total expenditures in 1950 to 39.5 per- 
cent in 1978. In dollar amounts, hospital care expenditures 
totaled $3.9 billion in 1950 and $76 billion in 1978, an 
average annual increase of 11,2 percent. Changes in 
medical technology, which apply most directly to hospital ' 
eare, acqount for a substantial portion of this increase. 
Other contributory factors include price inflation and 
increased utilization. Nursing home care, another compo- 
nent of institutional care, has also claimed an increasing 
shar^f health expenditures— from 1,5 percent in 1950 to 
8.2 percent in 1978. In absolute terms, expenditures for 
nursing home care increased from $187 million in 1950 to 
$15.8 billion in 1978, an average annual rate of 17.2 
percent. 

In 1978, $35.3 billion were spent on phy^SWjan services, 
compared with $2,7 billion in 1950, an average annual 
increase of 9.5 percent. Although the absolule'^amount has 
shown a substantial increase, the proportion spent has 
actually decreased slightly from 21.7 percent of all health ' 
expenditures in 1950 to 18.3 percent in 1978. 
^ The expenditures for physician services, 'however, 
understate the physician's impact on total health care 
spending. ^hysiciar>i^ are the primary influence regarding 
decisions on hospitalization— which patients are'adnnitted, 
what type of care is received, and what is the lengfti of 
stay — and resulting costs. Moreover, they have a/uecided 
influence on prescription drug expenditures. 
^ Expenditures for dental care amounted to $13.3 billion 
in 1978, an average annual increase of 9.7 percent-over the 
$1.0 billion spent in 1950. As with physician services, 
expenditures for dental services have increased substan- 
tially in a'bsolute amounts while ^lecreasing slightly as a 
proportion of total expenditures (from J. 6 percent in 1950 
to* 6.9 percent in 1978). i ^ * 

Other major expenditi|res include drugs and drug sun- 
dries, administration of health insurance plans, and health 
related research and construction. In 1978, these categories 
accounted for 7.9 percent, 5.2 percent, and 4.9 percent, 
respectively, of all health expenditures. 

I 

C. Institutional care 

In 1977, adjusted expenses per inpatient day for hospital 
care were $173.25, representing an increase of 13.8 percent 



cent'for 1972-73'and 1 1.2 percent for 1973-74 reflect the 
wage and price controls imposed under the Economic 
Stabilization Program; the acceleration to 17.6 percent for 
1974-75 reflects the lifting of these controls. ^ * 

Payroll expenses accounted for 50.3 percent of the total 
hoSpftftl-cxpepses in 1977. Since 1965, they havi^ been 
decreasing as a proportion ofuotal hospital exii^ses but 
increasing in dollar amounts at an average annual rate of 
11.0 percent for the period 1965-77. At the same time, 
hospital full-time equivalent personnel have irtcreiased 
from 1.4 million, or 224 per 100 average daily patients, to 
2.6 million, or 315 per 100 average daily patients. In addi- 
tion to the increase in hospital personnel, higher wage 
rates, upgrading in t)ie skills of hospital workers, and the 
shortening of th? hospital work week have contributed to 
increasing payroll costs. 

NOnpayroll expenses for purchased goods and services, 
new equipment, and overhead increased 16.9 percent for 
"1976-77. Since 1965, these expenses haVe^increased at an 
average annual .rate of 15.3 percent, somewhat greater 
than the rate for payroll expenses. 

» 

Several factors have contributed to the rapid increa^esin 
hospital expenses. For most of the period since 1960, the 
increasing unit costs of hospital inputs (i.e., wage rates and 
the prices of purchased goods -and services) have begn 
responsible for somewhat more than half of Jhe total 
increase in cost per'pa(ient day. The^expenses associated 
with improvement and expansion of services accounted foi 
the remainder. 

For 1978, this pattern is even more pronounced. 
Increases in wages and prices accounted for 67.8 percent of 
the total increase in hospital expenses, and expansion of 
services accounted for only 32,2 percent. This deceleration 
of the growth in hospital services may be an attempt, on 
the part of hospitals, at voluntary cost containment in view 
of proposed legislation for mandatory hospital cost con- 
tamment. 

Nursing+iome care expenditures also showed substantial 
jncreases. The average total monthly charge for nursing* 
home care rose from $186 in 1964 to $68a4ft-4977-an 
average annual increase of 10.6 percent.^he rate of 
increase was slightly greater from 1964 to 1973-74, at 10.5 
percent per year, than from 1973-74 to 1977, at 9.5 percent 
per year. 

Average monthly charges for nursing homes vary 
according to the level of nursing care provided. For exam- 
ple, nursing care homes have higher monthly charges than 
personal care homes, with or without nursing care ($719 
and $514, respectively, for 1977). Larger nursing homes 
are. more likely to provide skilled nu1"sing care, and average 
total monthly charges bear a direct relationship to facility 
size. In 1977, facilities* with less than 50 beds charged an 
average of $546 per month; facilities with 50-99 beds, 
$643; facilities with 100-199 beds, $706; and facilities with 
200 or more beds charged $837. 



for 1976-77. These costs, faced by the hospital to provid^T^^'^'Z;^^^^^ charges also vary according to the type pf care 
inpatient day of care, have been increasing rather steadUy received by residents. In 1977, nursing home residents 
since 1965, with an average annual increase of 12.9 percfent receiving intensive nursing care were charged an average of 
for the peri9d 1965-77. The slower grovvth rates of 7:6 peiy $758 per month in contrast to those receiving perspnal care 

! - . ^^v ± 181 



\ 



er|c 



202 



who were charged $586 per month.. AJso, as the need f^r ' 
intensive nursing care increases with age, so .does the 
average inonthly charge, 1977, thesg charges ranged 
Jro;n'$585 per month for people under 65 years of sage lo 
$719 per month for peaDple 85 years of age or oyer. 

Majoir poipulatiQn dimensions 

Changes in population size and i:omposition hqve a direct 
irtipactpn a nation'^ expenditures for health'cai^e. .While 
population growt^h in the iJnited States figured 

► prominently during the postwar^ era, it has slowed con- 
siderably in recent years-^from an average annual increase 
of K6 percent^per year ^or 195(K65 to 0.9 pej^cerit per year . 
for 1965-77. Consequently, population growth accounted^ , 
foi>21.1 percent of the increase in health care expenditures 

, for 1950-65, biit only,6.| percent for the 1965-77 perioli. 

• Currently i the changing age distribution, specifically tl^ 
increasing proportion ot people over 65 yeafg, of age, J 
having an effect on health expenditures. In 1950, 12.3 ' 
'million people inihe United States', or'S.l percent of the ^ 
^otal population, were dver-6? years of age. By 1960, this * 
group had grown to 16.6 rrtillioiTpeopl? or 9.2 pertent of 
the population; and by 19^70, 20.1 million o>9.9 percent. 
The number reached 23.5 niillfon in 1977^ an increase gf ^ 

• 91?1 percent from 1^50, and this figure Represented 
percent of the total population. It is projected that tKt'^ 
nfmber of people over 65 years of age will be 31.8 million 
by the year 2000—12.2 percent of the total population and 
a 157-perceht increase in.50 years. 

Health care costs for this group are higher thar] those for ^ 
the younger population. In fiscal year 1977, per capita per- 
.^onaP health care expenditures for people over 65 years of 
"age were $1,745.17, or 3.4 times the potr capita expend- 
itures of $514.25 for those, under 6^5 years of age. 
Therefore, the elderly account for 28.9 percent of the total 
expenditures, although they comprise only 11 percent of 
the population. 

The difference between the tv^o age groups generally 
reflects the more serious nature of illness and greater 
prevalence of chronic conditions among older people. 
They are hospitalized more frequently and experience 
longer lengths of stay than younger people. For example, 
in 1977 the hospital discharge rate for people under 65 
years of age was 145.1 ptf 1,000 population with an 
average length of stay of fr.2 days. The hospital discharge 
rat« for the elderly was 374.4 per 1,000' population with an 
average length of^tay of 11.1 days.^ 

Source of payment also varies between .age groups and 
has changed over time as well, thjrd-party payments have . ' 
been assuming an increasing share of health cace expend^ 
itures— from 46.8 percent |n 1966 to 73.5 percent in 1977 
.for the elderly and from 48.9 percent to 68.1 percent for 
those unier 65 years of age. Both private and public health 
insurance have expanded steadily for the younger popula- 
tion. Private health. insurance accounted for more than 
half of the third-party payments for people under 65 years 
of age in 1977. In contrast, less than^lO percent of third- 
party payments for the elderly population's health care 
wds covered by private health insurance. 
... ' '-"^ .'' ' 



\ ' By far the greatest Jporfton of the .eidjsrly population'^ 
h<alth care bill is.paiti by the Mecficare program. Tfiis. 
share was 44.3 percent in 1977, The 'fyi^are/ program, 
Title XVJIl.of the Social Security Act, went into effect on 
July 1,^1966. J'ederaily furided, tt was designed to provide . 
" basic health insurance coverage for people 65 years of a^e 
and ""over^ thereby reducing the financial ^ burden for a 
population characterized by low income and increased 
prevalencfe*<?f chronic disease and disability. 

Of the more than $1^8 billion ^nt by Medicare on 
behalf of the -elderly in 1977, '74.0 percent was spent for' 
hospital care and 21.7 percent for physicians' services.; 

* Expenditures for nursing home^ care amounted to 1 .9 per- 
» cent qfthe total, and other services ,^whicfh>include home 
' health services, 2.3 percent. Drugs, eyegla^Ks, and dental 

/2are are not covered by Medicare. 
• ThCv Medicare program has grown dramatically since 
1967, with total' expenditures increasing almost sixfold. 
Following the early years of the program, the pfoportions; 
spent for hospital care and physicians' services remained 
faVly stable. Nursing home care expenditures showed con- 
siderable fluctuation for the first several years of the pro- • 
gram ,^but have stabilized since 1972! Th^ nur^ng home 
care covered by Medicare is restricted to daily skilled n\i rs- 
- . ing or rehabilitation services that follow a hospital stay and 
are provided in a skilled nursing facility. The^initial dif- 
ficulty >n enforcing- this provision and its mpre rigorous 
application in subsequent years account for the early fluc- 
tuations in expenditures. Moreover, there has been a shift 
toward increased use of home health services, further 
reducing the. proportion spent fot skilled nursing facility 

care. / ^ ^ , 

Another amendment to the Social Security Act, Title 
^ XlX-Medicaid, went into effect January 1, 1966. 
Medicaid, a federally assisted program operated by the> 
States under Federal guidelines, jirovides medical services 

• a^ improves access to medical care for certain jow- 
income populations. Recipients of cash assistance ,pro- 
grams are categorically eligible. This includes people 
receiving Supplemental Security Income (^SI) and Aid to 
Familiej^ith Dependent Children (AFDC).pln addition, 
some States allow coverage for people who are ndt eligible 
for cash assistance but who are deemed medically indigent, 
by virtue of high medical expenses. While Federal and 
State Governments jointly finance the program, each State 
determines benefits, eligibility criteria, and rates of pay- 
ment. ' 

For fiscal year 1977, 23.9. million people received 
medical assis,tance through the Medicaid program. By 
.basis of eligibility, 15.5 percent were 65 years of age and 
over, 0.4 percent were blind, 11.9 percent were disabled, 
64.2 percent were members of families with dependent 
children, and 8.0 percent were other recipients. 

Like tbr-vMedicare program. Medicaid has greatly 
expanded during the ^ast decade. Expenditures have 
increased sevenfold— from $2.3 billion in fiscal year 1967 
to $16.3 billion in fiscafyear 1977. The proportions spent 
on inpatient hospital care and nursing home care have 
decreased substantially since 1967, .from 40.2 percent to 



31.5 percent and from 33.7 percent to 17:2 pefcer^t, respec-^^ 
tively; (It should be noted, "however, that there liave^bden 
sizable increases in absolute expenditures.) Conversely, the 
proportion spent qn intel'mediate care facilities has shown, 
a marked increase, from 2.2 percent in 1969 to 22.0 percent 
in 1977. Medicaid- expenditures for physicians' services 
represented*9.2 percent of the tqtal expenditures in 1977; 
dental care represented 2.5"percent, and drugs were 6.2 
percent. While there has-been someffucLuation during the 
intervening years for tti^eltems, ther^ isjittle difference k\ 
exp^difure patterns for 1967 and l977. 

The veterans' hospital system w^s established after 
World War J and expanded following World War J I to 
provfdt medical c^re for veterans with service-corfnected 
disabilities.' Aftfr 1924, care was extended to veterans 
without service-connected disabilities who met thelentitle-, 
ment and- eligibility criteria.'^oweyer, those veterans with 
scrvic^-cojinected cjisab.ilities' receive the highest priority in 
accoss to tare. . ^ 

Veterans^^medjcal care expenditures totaled $4.8 billion 
in fiscal year ^197«, 4 times the 1965 level of $1.2 billiof < 
The proportion sperrt on inpatient hospital care has been, 
decreasing steadily and, in 1978, represented 64 percent of 
the aotal expenditures. Concurrently^ proportionate 
expejiditures for outpatient care have, been increasing, 
from i 2 i^ercent i^ k965 to 19 percent in 1978. There have 
also been slight increases in expenditures for Veterans 
Administration nursing homes and.domicili&ries as well as 
community nursing homes< 

1^. Research and deveT5t>ment 

National funding for health research and development 
amounted to $6,2 billion in J^78, an. average annual 
increase of 1K2 percent over the 1960 level of $918 million. 
The most rapid growth occurred between 1960 and 1968, 
wiiti an average annual' increase of 13.8 percent, and 
slowed to an average of percent per year between 1968 
and 197$. . . . ^ 

la 1§78,.$3.8 billion or 61,5 percent of all health 
^research and ^development support came from Federal" 
sources. This proportion was a sizable increase from the 
48.8 percent figure in I960,, but it has shown little change 
during the past decade. 

Federar funding .for health research and development 
increased at a^n average annual' rate of 12.6 percent from . 
1960 to 1978. As with total funding, the most rapid growth 
occup^d. between 1960 and 1968 with an average annual . 
increase of f7.1 perqei^t; the rate then slowed to an average 
W 9.1 •percent per year betweetf 1968 and 1978. puring 
1973, the growth rate dropped to '3.6 percent when funds 
'appropriated by Congress were withheld. When these 
funds were ifa'tef rif leased in 1974, a sharp increa^se to 23,8 
percent resulted for 1973-74. The subsequent drop to l\6 
percent for "1974-75 reflects the excess of funds in 1974. 
Since 1975, the growth jate has-^hown a-steady increase, 
reaching 12.8 percent fCr 1977-78, ' . 

Health reseaix:h anct development funding by private 
industry, which is primarily devoted, to xiru^i research, 
increased at an average annual rate of ilA percent 



« between 1960 and 1978. Relatively littlg variation existed 
betiveen the two periods, 1960-68 and 1968-78, with 
growth rates of 12.8 percent aod. 10. 4 percent, respectively. 
Fo<, 197t-78, funding increased by 12.7 percent. 

'In 1978., private industry Funding amounted to $1.8 
billion or 2S.S percent of alUupport for health research* 
and. development. State government^ sources contributed 

,$306 million or ^ percent of the total, and nonprofit 
organizations cont(ibUted $294 million or 4.7 percent. For 
1977-78, the increases iQ^Jiealth research, and development 
funding fon State '^governments and nonprofit" organt^a- 

. tions were 10.5 percent and' 6«6 i^ercent, respectively. 
By far vhe greatest contri&iftorcof funds /or health 
research and development is the-J^edgral Government. . 
Wfthin the Federal Governnient, the Department of 
Healthy Education, and Welfare accounts for the largest 
proportion of Federal obligations for hegjth^'jie^earch and 
development— 78.8 perCant in''1978. More specifically, tjie 
National Institutes of Health accounted for $2.6 billion or 

. 68.1 percent of a|l such Federal obligations in 1978—^ 
share tl>at has increased steadily from the $873.3*million^/ 
or the 52.4 percent it was in 1970, 

Other Federal Government department^ an^l agencies 
accounted for 21.2 percent of the Fgderal obliga|^ons for 
health research and develocmeht in 1978, a decrease from 
29.4 percent in 1970. Withnn this. category, the largest pro- 
portions have been attributed to the Department of 
Defense and Jhe ^Department of Energy (formerly the' 
Atomic Energy Commission from 1970 tifrough 1973 ^nd 
the jpnergy Research and Development Administration 
from 1974 through* 1977),Mn 1978, they accounted for '4.3 
percent and 5.1 per-cent of total obligations, respectively. 

Looking at Fefieral expenditures for health research by 
category, cancer research has held a dominant position 
throughout the 1970's. The National Carteer Act of 1971 
marked the beginning of an intensified research initiative 
by authorizing, among other provisions, increased 
appropriations to advance cancer research. Expenditures 
for this research have increased at an average annual rate 
of 20.6 percenl^, from $180.7 millipn or 10,6 percent of 
Federal health research expenditures in 1970 to $797.6 
, miHion or 20,4 percent in 1978. 

- While the proportion of Federal expenditures for cancer 

. ^^earch,has s^own a steady rise (with the exception. of a 
slight decrease for 1978), there has been sizable variation 
among the other research categories. The proportion 

, devoted to cardiovascular research has varied considerably 
since ,1970 ^hen it accounted for 8,6 percentj^gpderal 
health research expenditures, in 1978, cardiovascular 
research amounted to 9.1 percent of the total, after peak- 
ing at 13.4 pertrfent in 1973^ Expenditures for health serv- 
ices research (incRiding health* planning) as a proportion of 
the total ranged ^om a low of 9,2 percent in 1976 to a high 
of 2'^.9 percent in 1972; for 1978, such research comprised 

,11,7 percent. The proportion spent for envirortment-al 

^ health research reached 13.9 percent in 1976. Although this 
proportion declined to 12.6 percent of Federal health 
research expenditures in 1977 and 1978, it was stilj approx- 
imately 50 percent greater than the 8.6 percent in 1970. 

* • ' .183 



Table 64. Gross national product and national health expenditures: United Stated, selected years. 1929-')8 

. ■ t ■ * * ■ . ■ ^ ' ■ 

(Data are compiled by the Health Gare Finsaicing Administration) 



Year 



1929 - 

1935 - - 

i940 r — ^ 

1950 — . 

1935 -1 

I960 — - 

1965 --— 

1966 — ^ r— 

: 1967 

1968 - 

, 1969 ^ — 

1970 

'■^ 1971 . 

1972 . 

1973 -j^ 

1974 . r 

1975 

1976 — ^ w 

1977 ^ — 

19781 ^ 



Gross 
national 
product 

in, 
billions 



rtational health expenditures 



103.1 
72.2 
99.7 
284.8 
398.0 

503.7 
688.1 
753.0 
796.3 
868.5 
935 ;"5 



9i2.tt 
1,063.'* 
f, 171.1 
1,306.6 
1,'»12.9 

1,528.8 
1,700.1 
1,887.2 
2,107.6 



1 



Preliminary estimates. 



^Amount 
in 

billions 



Percent of 
gross nationtil 
, product 



- Amount 
per 
capita 



3.6 
2.9 
it.O 
12.7 
17.7 

26.9 
'♦3.0 
47.3 
52.7 
58.9 
66.2 



3.5 
4.0 
4.0 
4.5 
4.4 

5.3 
6.2 

6.3 
6.6 
6.8 
7.1 



74.7 
82.8 
92:7 
102.3 
115.6 

131.5 
148.9 
170.0 
192.4 



7.6 
7.8 
7.9 
7.8 

8\2 

8.6 
8.8 
\ 9.0 
9.1 



$ 29.49 
22.65 
29.62 
81.86 

* 105.38 

146.30 
217.42 
► 236.51 
'^260. 35' 
288.17 
320.70 



358.63 
393.09 
436.47 
478.38 
535.99 

604 .-57. 
678^79- 
768.77 
863.01 



SOURCES:. Gibs'on, R.M.: National health expenditures, 1978., Health Gare Financing Review i(l):l-36, Sumrner 1979; Office o! 
Research, Demonstrations, and Statistics, Health Care Financing Administration: Selected data. 
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Table 65. Personal health care expenditures, average annual percent change, and percent distribution of factors affecting 

. ' growth: United States, 1969-78 

(Data are compiled by the Health Care Financing Administration) 

• * . Factors affecting growth 

Personal • Average * ' ! 

Yfar healthcare annual . 

. , expenditures percent All p^j^^^ • Population Intensity2 

in millions change^ factors ' 

V " —■ — e • r- — \ ^ - ^ — 

, \ ^ , , Percent distribution ^ 

1969- 78- - - ... 12.6 100.0 63.0 7.0 30.0. 

.1969- $37,888 

1970 ' 63,723 13.5 100.0 3^.0 8.0 38.0 

1971 72,115 "9.7 - 100.0 6^.0 11.0 2^*.0 

19721 w 79,870 ^10.8 1.00.0 ^^2:0 8.0 50.0 

1973.1—.. J- 88';^*71 10.8 100.0 ^3.0 7.0 . 50.0 

197(^-..- . . 100,885 U^O 100.0 71.0 6.0 23.0 

1975 H ' . 116,297 15.3- * 100.0 80.0 . 5.0 15.0 

1976 132,-127 ^* 13.6 100.0 71.0 7.0 - 22.0 

i3Z7-_— 1.---.-.-.-.-^- 1^9,139 12.9 . 1 00.0 ^ . 68.0 7.0 .25.0 

,\ 1978 167,911 1276 TOUTD 6X.0* TTI) ' 2TrO 

— /---^ r — ^ — - — ■ • -■ (r ^ ' 

^Refers to one year periods unless otherwise noted. " - ^ 

^Represeats changes in use and/or kinds of services and supplies. * • ^ . ' ' 

SOURCE: Gibson, R.M.:' National health expenditures, 1978. Health Care EinancinR Review ;l(l);l-36. Summer 1979; Office of 
Research, Demonstrations, and Statistics, Health Care Financing Administration: Selected data. ^ 
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Table 66. Consumer Price Index (1967 = 100)1 for gll items and selected items: United States, selected yedrs 1950-78 

(Data are based on reporting by samples of providers and other retail outletts) ^7 

' Item 



Year 



All , 
items 


"'Medical 
care 


Food 

-J 


Apparel 

and 
* upkeep 
« »^ 


. Housing 


Transpor- 
tation 


Per|pna 

Core 


^. 


\ 




Consumer Price Injflex 








.72i[ \ 


33.7 


A. 3 


7*9.0 


* 72.8 


68.2 


68.3 


80.2 


64.8 


81.6 


84.1 


82.3' 


77 A 


77.9 


88.7 


79.1 


88.0 


89.6 


'90.2 


89.6 


90.1 




89.3 




93.7 K . 


94.9 


93.9 


95.2 


116. 3 


. ' 120.6 


iu.9r 


116.1 


118.-0 


lT2.> 


113.2 


161. 2 


168.6 


173. 




- 166.8 


130.6 


, 150.7 


170.3 


m.7 


180.8 


147.6 


177.2 


163.3 


160.5 




202 A ' 


192.2 


154.2 


189.6 


177.2 . 


170.9 




219. 


211.2 


159.5 


202.^ 


183.8 

1 


182.0 



1930 

1955 

I960 

1963 ~r 

1970 ™y 

1975 

1976 

1977 

1978 



SOURCE: BiireSiTbf Labor Statistics, U.S. Department of Labor: Consumer Price Index . Various releases. 



Table 67. Consumer Price index (1967 = 100) average annual percent change for all items and selected items:/ 

United States, selected years 1950-78 ' 

N .J . . . ' . r 

■ (Data based on reporting by samples'of providers and other retail outlets) 



Year 



All 
items 



Item 



Medical 
' care 



Food 



Apparef 

and 
upkeep 



Housing 



Transpor- 
tation 



Personal 
care 



1950^33 r 

1933-60 ^- 

1960-63 

1963-70 ^- 

1970-73 

1975-76 , 

1^76-77 

1977-78 



A*verage annual percent change 



2!2 


3.8 


1:8 


1.3 V, 


2.5 „ 


2,6 


2.7 


2.0 


4.1 ' 


1.5 


1.3 ' 


3.0 


3.0 


1.3 


2.5 


1.4 


• 0.9 


1.0 


1.4 


J\ 1.1 


4.2 


. . 6,1 


4.0 


4.4 




3.3 


3.5 


6.7 • 


6.9 


8.8 


4.2 




6.0 


5.9 


5.8 


9.5 


3.1 


' 3.7 


6.2 


9.9 


6.5 


6.5 


9.6 


6.3 




7.0 


7.1 


6.5 


7.6 


' 8.4 


9.9 




6.9 


4.9 


6.5 



SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index . Various releases. 
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Table 68. Consumer Price Index (1967 = 100) for all items and medical care components: United States, 

selected year$ i950--78 , 

^ (Data are based on reporting by samples of providers and^ other retail outlets) 

Year 

Item and ^ ^ ' ' [ 

medical care component , . 

1950 1355 1960 1965 1970 1975 . 1976 1977 1978^ 

. — ■ ^ f • •■ ^ : i '- ^ 

" ■ Consumer Price Index 

CPI, all items i 72.1 80.2 88.7 9^.5 116.3 161.2 170.5 181.5 195.3 

Less medical care ™ — '89. 9'».9 116.1 160.9 169.7 .180.3 193.9 

■ CPI, all services — 58.7 70.9 83.5 92.2 121.6 U6.6 180. f 19^.3 210.8 

All medical care — 53.7 6'».8 79.1' 89.5 120.6 168.6 mj 202A 219. 

Medicai care services ^9.2 60. f 7^.9 87.3 ^2k.2 179.1 197 .,1 216.7 235.3 

Hospital service charges 2.3 — — . --^ .„ — 132.3 1^8.7 16^.1 "^lU.l 

Semiprivatfe room 30.3 ^243 57.3 75.9 IW.f 236.1 268.6 299.5 331.6 

Operating room charges — — ---< 82.9 lt2.k 239.0 27^.8 311.3 

X-ray diagnosticseries, upper Gr — — — — 90.9 110.3 156.2 17^.6 •189,'* — 

Professional services: i ° 

Physician fees 55.2 05. tt 77.0 88.3 . 121. 169. 188.5 206.0 223.3 

Dentistfees 63.9 73.0. 82. 1 92.2 119. 161.9 \ 172.2 185.1 199.3 

Other professional services: , * / . 

Examination, prescription, \ r n 

and dispensing eyeglasses 73.5 77.0 85.1 92.8 11315 1^9.61 1?8.9 ^ 168.2 •— 

Eyeglasses^ — — " — ^ --- — -i-- —J — — '^lOHA 

Routine laboratory tests t-- — — — 9^.8 lU.f 15.1. 160.5 169. f — 

Drugs and prescriptions — - 88.5 . 9^.7 lOf.5 100.2 103.6 118.8 >- 126.0 lUf.l l'»3.9 

Prescriptions ' 512.6 101.6 115.3 »102.0 ,101.2 109.3 115.2 7122.1 132.1 

Over-the-counter items ^ — — — 98.0 106.2 130.1 138.9 l'»8.5 159.1 

— ~~ ^ ' " — " 

^Due to the 1978 revision of the Cortsymer Pr ice. Index, hpspital service charges include nursing and convalescent home care and 
^ hospital emergency room care. Semiprivate room includes all hospital rooms. Also, detail on physician fees is no longer collected. 
These data ^re avtailable for the years 1950-77 in Health/United^ta^es, 1978 , ^ • . 

23an. 1972=100 for 1975^ 1976, 1977. / ' * ' 

^Dec. 1977=100 for 1978, . 
^Unadjusted index for Dec. 1978. ' 

SOURCES: BuresfU of Labor Statistics, U.S. Department oi Labor:* Consumer Price Index . Various releases. - * ' 
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Table 69. Consumer Price Indeik (1967= 100) average annual percent change for cH Hems and medie«^care components: 

# . United States, selected years 1950-78 

(Data are based on reporting by samples of providers and other retail outlets) 



Item and 
medical care conr^ponen^ 



Year 



1950-55 1955-60 1960-65 19*65-70 1970-75 -^1975-76 1976-77 1977-781 



Average annual percent change 



CPI, all items 
♦ 



^ Less medical care — 
CPI, all services — 
' All tnedical care — - 



Medical care services 

Hospital service charges 

Semiprivate room 

Opiating room charges - 

X-ray diagnostic series, upper GI — 
Professional services: 

Physician fees — • ~ 

Dentlst fees ^ f^—r^ — r— 

Other professional services: 
Examination, prescription, and 

dispensing eyeglasses 

Eyeglasses 

Routine laboratory tests — — - 

Drugs and prescriptions r—- — 

Prescriptions 

Over-the-counter items 



2.2 


2.0 


h3 * 




6.8 


5.8 


6.5 


7.6 






1.2 


t.l 


6.7 


5.5 


6.2 


7.5' 


3.9 


3.3 


• 2.0 


. 5.7 


6.5 


8.3 


7.7 


8.3 


3.8 


It. I 


2.5 


6.1 


7.0 


9.5 


9.6 


8.4 


it.2 




3.1\ 


7.3 


7.6 


10.1 


9.9' 


8.6 












I2.lt 


10.4 




6.9 


6.3 


5.8 


13.9 


10.2 


13.8 


11.5 


10.7 








llA ■ 


10.9 


14.8 


13.3 










5.1 • 


7.2 


11.8 

* 


8.5 




3.5 


3.3 


2.8 


6.0 


6.9 


11.3 


9.3 


8.4 


2.7 


2A 


2A 


5.3 


6.3 


. 6.4 


7.5 


7.7 




r 










9 




1.0 


2.0 


1.7 


It. I 


5.7 


• 6.2 


5.9 




1 














24.4 








3.3 


6.3 


6.0 


' 5.5 






2.0 


0.8 


0.7 


2.8 


6.1 


6.4 


7.3 


1.9 


2.0 


2.2 


0.1 


1.6 


5.lt • 


6.0 


8.2. 








1.6 


It. I 


6.8 


6.9 


7.1 



^Due to the 1978 revision of the Consumer Price Index, hospital service charges include nursing and convalescent home care and 
hospital emergency room care. Semiprivate room includes all hospital rooms. Also, detail on physician fees is no longer collected. 
These data are available tor the years 1950-77 in Health, United States, 1978 > 

^Unadjusted percent change from Dec. 1977 to Dec. 1978. ' . \. 



SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Ipdex . Various releases. 



Table 70. National healtM expenditures, according to~source of funds: United States, selected years 1929^78< 

. (Data are compiled by the Health Care Financing Administration) 



Source of funds 



Y^ar 

— ^ — ■ 

J 


All health 
expenditures 
in billions 




Private ' 






, Public 




Amount in 
billions 


Amount 
per caoita 


"Percent 
of total 


Amount in 
billions 


Amount 
per capita 


Percent 
of total 


1929 


■ 

$ 3.6 ' 


$ 3.2 


$ 25. f9 \ 


86. f 


$0.5 


$ f.OO 


13.6 


1935 — 7 -- 


♦ 2.9 


2A 


18.30 


on 0 
> oU.O 


U • b 


It "Kit 


f 1 Q 




tjG 


3.2 


■ 23.61 


73.7 


0.8 


6.03 


20.3 


1950 


12.7 


9.2 


59.62 


72.8 




22. 2^* 


27.2 


1955-,- 


*17.7 


13.2 


78.33 






27.05 


25.7 


1%0_ 


. 26.9 


20.3 


110.20 


75.3 


6.6 - 


36.10 


20.7 




* i.'S 'f\ 


32 i 3 


163.29 


75. 1 


1 n 7 




. it .7 


1966 — 




3'f.O 


169.81 


71.8 


13.3 


66.71 


28.2 


1967 


52.7 


33.9 ' 


167.61 


64. 4 


18.8 


97. 7** • 


35.6 




58.9 


37.1 


181.40 


63.0 


V 21.8 


106.76 


. 37.0 




66.2 


'^1.6 


201.83 , 


62.9 


2f.5 


118. 87\ 


37.1 


1970 


7f.7 


1*7.5 


227.71" 


63.5 


27.3 


130.93 


36.5 


1971 X 


82.8 


■■ 51. f 


2f'>.12 


- 62.1 


31. f 


1^*8.97 


37.9 


.1972 

"^1973 




57.7 


271.78 


62.3 


35.0 


16'f.69 


37.7 


102.^ ^ 


63.6 ^ 


297.17 


62.1 


38.8 ° 


181.22 


37.9 


197<» 


115.6 


69.0 


319.99 


' 59.7 


46.6 


216.00 


00.3 


1975 


f31.5 


75.8 


348.61 


57.7 


55.7 w_ 


233.96 


02.3 


1976 -. 


l'»8.9 


86.6 


39'».73 


58.2 


6?. 3 


284.06 


01.8 


1977- 


170.0 


100.7 


1*55.27 


59.? 


69.3 


313.30 


00.8 


19781 , 


192. If 


llf.3 ,1 


512.62 


59.0 


78.1 


330. 'fO 


3-(> 



Preliminary estimates. 

• 

0 SOURCES: Gibson, R.M.: Natlohal health expenditures, 1978. Health Care- Financing Review l(l):l-36, Summer 1979; Office of 
Research, Demonstrations, and Statistics, Health Care Financing Administration: Selected data. 



Table 71. National health expenditures average annual percent change, according to source of funds: United Stales, 

' ^l^cted years 1929-78 ^1 . ' ' • p 

. ^ . (Data are compiled by the Health Care Financing Administration) 



Source of funds 



Period 



All health 
expenditures 



' 19^9-78 • 8.5 

1929-35- ^r- . -3.5 

1935-W^ —r 6.6 

1940-50 ' 12.2 

1950-55 1 1 — — 6.9 

1955-60 — ^w-..— . '- g.7 

l%0-65-^ 9.8 

l%5-70— r— T _ 11.7 

1970- 75 — - 12.0 

•1978-71 n 10.8 

1971- 72 12.0 

1972- 73 c iO.H 

1973- 7<f - \13.0 

197<f-75 ^ 13.8 

1975- 76 — . — — - 13.2 

1976- 77 -f If. 2 

1977- 78 13.2 



Private 



Average annual percent change 
7.6 



5.9 
11.1 
7.5 
9.0 

9.7 
8.0 
9.8 



8. 
12, 
10. 

8. 

9 
It 



16.3 
13.5 



Public 



10.9 



3.1 
5.9 
15-4 
6.2 
7.5 

10.1 
20.6 
15.3 

15.0 
11.5 
10.9 
20.1 
19.5 
11.8 

11.2 
12.7 



SOURCES: Gibson, R.M.: National health ex 
Research, Demqpstrationst and Statistics, Health 



penditures, J978. He^alth Care ginancing Review , 1(1): 1-36, Summer 1979; Office of 
th Care 'Financing Administration: Selected fdata. 



r 



a 



190, 



ERIC 
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Table 72. Personal health care expenditures and percent distribution, according to source of payment: United States, 

selected years 1929-78 . 

(Data are compiled by the Health Care Finaneing Adrfiinistration) 



Year 



Source of payment 



. All 

personal , 
health 
care 

expendi- 
tures^ 



Third-party payment 



All 
sources 



* Direct 
payment 



Government 



Total 



Private 
health 
insurance 



Philan- 

thropy 
and 

• industry \ Total 



State 

Federal and 
^ local 









f 






Percent distribution 








* 

1929 . 


$ 3 


,202 


100.0 




'U.6 




2.6 


9.0 . 


2.7 . 


6.3 


1935 • 


2 


,663 


100.0 


t&2.t 17.6 




2.8 ' 


.If. 7 


3.f ' 


11.3 


19W) 


.3 


,5f8 


100.0 • 


"^81.3 


18.7 




2.6 


16,1 


-MA 


12.0 


1950 


10 


,•885 


100,0 


' 65.5 


/ 3f.5 


9.1 ' 


2.9 


22. f 


10. f 


.12.0 


1955 


15 


,708 


100.0 


58,1 


fl.9 


16.1 


Z.8 


23.0 






I960 


23 


,680 


* 100.0 


5f .9 


f5.1 


21.1 


2.3 


21.8 


^ 9.3 


12.5 


1965 


^37 


,267 


100.0 


53. f 


f6.6 


23. f 


2.0 


21.1 


10.2 


11.0 


1970 — 


65 


,723 


100.0 


fO.f 


59.6 


2f .0 


1.5 


3f . 1 ' 


22.2 


12.(1 


1971 


72 


,115 


100.0 


■ 38.2 


61.8 


24.6 


1.6 


35.7 


23.3 • 


" 12. ft 


1972 


79 


,870 


100.0 


38.1 


61.9 


2f .3 


1.5 


* 36.1 


23.7 


12.3 


1973 


88 


.f71 


100.0 


38.0 » 


62. Q 


«2f .3 


l.f 


36.2 


23.9 


12. ft 


197ft 


100 


,885 


100.0 


35. f 


)6f.6'' 


25.0 / 


l.f 


38.3 


25.6 


12. '6 


1975 


116 


,297' 


lOQ.O 


32.5 


/67.5 


26.6 


1.3 


39.7 


27.1 


12.6 


1976 


132 


,127 


100.0 


\31.7 


0-^68.3 . 


28.1 


1.2- 


- 39.1 


27. 5i 


11.6 


197/ — - 


1*9 




\- 100.0* 


^52*6 ' 


67.* 


27.2 ^ 


' U3 


39.0 


27.6 


11. ft 


1^783—^-- 


1^7 


,911 


100.0 


32.9 


67.1 


27.0 


1.3 


38.7 


27.7 


11.6 



includes all expenditures for health services and supplies other than (a) expenses for prepayment and administration, (b) government 
Dublic health activities, and (c) expenditures on fundraising by philanthropies. 

^Includes any insurance benefits and expenses for prepayment (insurance premiums less insurance benefits). ^ - 
3 Preliminary estimates. - , 

SOURCES: Gibson, R.M.: National health expenditures,^ 1978. Health Care Financing Review l(l):l-36. Summer 1979j Office of 
Research, Demonstrations, and Statistics, Health Care Financing Administration; Selected data. 
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Table 73. Nfitional jiealth expenditures and percent distribution, according to type of expenditure: United States, 

selected years 1950-78 , \ ... 

« ". .. • D ■ 
- • • ' ' / 

0^ (Data are compiled by the Health Care Financing Administration) 

' Year 

^ 

. . , Type of expenditure — ; ' '. ' 

* 1950 1960 1965 1970 ^ 1975 1977 1978^' " 

, ' — ' s — ' ' " ^' — 

^ ^ ^ Amount in billions 

Total— —.—V- '$12.7 ^$26.9 $M.O^ %nj ^$131.5 ^ ^170.0^ ^$192l|^p|l 

_ ■ ' , Percent distribution 

I - •■ ■ 

Ail expenditures 100.6 100.0 100.0 100.0 100.0 100.0 * 100.0 

\ ■ ' . ^ — ; * ^ : ^ : . 

Health services and supplies * 92. f 93.6 92.0. 92.9 93.7 W.S 95.1 

Hospital care -,- 30. f 33.8 32. f ■ 37.2 39. 7« • fO.O 39.5* 

Physician services ^ 21.7 21.1 19.7 19.2 19.0. 18. f - J8.3 

Dentist si?}ces '-- --— , . 7.6 7 A 6.5 6 A 6.3 6.9 6.9 

Nursing home care -— f- '1.5 2.0^ f.8 6.3 7.5 7.9 8.2 

Other professional services —1. 3.1 3.2* 2A 2.1 2.0 2.2 2.2 

Drugs and drug sundries 13,6 13.6 13. f 11.3 9.0 8.1 7.9 

Eyeglasses and appliances — 3.9 2.9 <f.3 2.8 2.3 ^ 2.0 2.0 

Expenses for prepayment — — — 3.6 *.l . 3.'* 3.1 . 2.8 'f.6 5.2 

Government public health activities 2.9 ' 1.5 1.9 1.9 2.5 2.6 

Other health services y *.2 tA 3.0 2.8 2.8 • 2A 2.> 

Research and construction 7.6 6.<f. 8.1 « 7.1 6.3 5.2 *.9 

Research . " 0.9 2.5 3.'* 2.5 2A 2.2 2.2' 

Construction ^+ 6.7 3.9 f.7 0.6 3.9 3.0 - 2.7 

- _^ . ^ ^ • 

. Prelimin^y estimate. ^ * 

. SOURCES: Gibson, R.M.: National health expenditures, 1978. Health Care Financing Review l(l)fl.-36, Summer 1979j Office of 
Research, Demonstrations, and Statistics, Health Care Financing Administration: Selected data. 




Table 74. National health expenditures average a^inual percent change, according to type of expenditure: United States, 
^ selected years 1950-78 — 

^ (Data are compiled by the Health Care Financing Administration) 

Period 

Type of expenditure ; ^ '■ 

* # ' » 1950-78 1950-60 / 1960-65 1965-70 1970-75 ^ 1975-78 

4 

0 V ► , Average annual percent change 

All expenditures 10.2. . 7.8 ( 9.8 11.7 , 12.0 13.5 

0 • > , 

Health services artd supplies — 10.3 8.0 9.,^ , 11.9 12.1 U.T 

Hospital ca^ 11.2 * 9.9 7.1 l'*?8 13. [3A 

Physician sfvices 9.5 7.5 8.3 11.1 11.7 12.2 

Dentist ser^ces ^ 9.8 7.5 7.3 11.1 11.6 1-7.3 

Nursi ng hc5me care — 7 17.2 10.9 31,5 17.7 16 ^1 16.8 

Other professional services 8.9 8.1 3»7 , _9.1 10. 17.7 

Drugs and drug sundries — 8.1 7.8 9.6 "7.8 7.0 ?*.5 

Eyeglasses and appliances 7*7 ^^.7 .19.2 2.^* 7.3 9.2 

Expenses for prepayment r 11.7' 9.1 ^ 5.9 9.5 10.2 39.2 

Gov^rnmeht public health activities 9.9 I.'* * i^J 11.8 ;* 17.3 16.6 

Other health services r -7.8 \7.7 3.^ 9.5 12. '5.5^ 

Research and construction - 8.5 ^ . 5.9 15.?^ / d.^ ' 9.3 k.G 

Research* j^^lT^- 13.7 , 17.2 ^ ^.3 11.3 10.^ 

Construction 6.7 2.2 13.8 11. 8.1 0.6 

■> ■■>■*'■ . 

SOURCES: Gibson, R.M.j National health expenditures, 1978. Health Care Financthg Review l0)!l-36i Summer 1979; Office of 

Research, ^Demonstrations, and Statistics, Health Care Financing Administration: Selecterd^data. ^ 
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Table 75* Hospi^l ek)penses per ii^patient day, personnel and number per ICf^Vatients, and average annual percent 

change: United States, selefrted years 1965-77 

(Data are based on reporting by a census of hospitals) 



\ Adjusted expenses per inpatient day ^ 



Personnel' 



Year and period 



Total 



Payroll 



payroll ' 

- €1 



Payroll costs 
as percent 
of total 



Number 
in 

thousands 



Number 
per 100 
patients 



1%5— ~ 'Y — ' 

1970 


$ '»0.56 




$25. a» 


$15.5'* 


61.7 


1 


386 


. 224 


73.73 


W.05 


30*68 


58.4 


- 1 


929 


, 265 




83. W 




48.62 


3'*. 81 


58.3 


. 1 


.999 . . 


272 




9'».61 




53.77 


40. 84 


,56.8 


2 


,056 


278 


1973 


^ 101.78 




56.67 


45.11 . 


55.7 


» 2 


,149 


280 


197J» 


" 113.21 




61. 7'* ' 


51.47 


54.5 


2 


,?89 


289 


1975 


-133.08 




70.60 


62.48 


53.1 


2 


,399 


298 


1976 -■— 


152.2'* 




• 78.59 


73.65 


51.6 


2 


,483 


304 


1977' 


173.25 




87.^12 


86. r3 


' 50.3 


2 


,581 


315 










Average annual percent change 









1965-77- 



1%>^7Q 

1970- Xl.--; 7— 

1971- 72^ — — 

1972- 73 

1973.7* . 

1974- 75 -V--*. 

1975- 76 •:— 

1976- 77 -— 



12.9 


11. 0 


15.3 


12.7 


11.5 


14.6- 


13.2 


'12.9 


^ 13.5 


• 13.4 


"10.6 


17.3 , 


7.6 , 


5.4' 


. io.5 , 


11.2 


8.9 


14.1 


17.6 


14.4 


21.4 


14.4 , 


U.3 


17.9 


13.8 


10.9 


16.9 • 



5.3 

• 


' 2,9 


6.8 


3.4 


. 3.6 


2.6 


3.9 


2.2 


4.5 


• 0.7 


•6.5 


3.2 


H».8 


3.1 


3.5 


2.0 


:3.9 


3.6 



^Refers exclusively to expenses incurred for inpatient care. ' ^ * 

Full-tftne equivalent personnel. 

NQTE: Data refer to non-Federal short-term general and other specialty hospitals. - 

SOURCE; Americao Hospital Associatiom Hospital Statistics, 1978 Edition . Chicago, 1978.. (Copyright 1978: Used with the 
permiapion of the American Hos|Sital AssociatiofTJ ^ 
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<l • . • * - • . . - • 

.' . • * " . *■ * ' • 

Table 7<{. Average annu^ percent increases In average hospital expenses per patient day, according to contrilHiting factors: 
i United States, selected yearis 1960-78 , ' 

^ • ^ ^ (Data are based on a numbfr of government and private sources) ^ , ^ ^ 

^ - ' • f>eriod * 

. ComrlbuWlAtor^ ,%8.7, ,,71-7'. ^€ ^7 

■ -— - — — ... ■ . ■ ' i;r '■ 

' ^ ^Average annual percent increase 

• • Total-- -— * "6.7 11.2 10.3 10.7 16;0. - 13.8 *12.1 . 

Wages'and prices * , 3.5 5.3 8.2 6.5 \ 9.1. \ t 6.9 8.*5 

Wagerates— — — • '».8 . -6.6 10. 1» 10.2 7.1 8.6 

Prices of hospital purchases ^ 1.3 3.'» • 5,H 7.0 7.8 6.7 J.9 

Services—- ,3.2 ' 5-.9- 6.1 t.l 6.9 6.9 3.9 

Hospital employees .1-7. - '3.0 3.3 2.1 2.6 , 3.7 3,2 

Other expenses 2 5.8 9.8 .10.2 6.9 11.8 . 10.2 - 0 .6 

, " ' . "* , Percent of. total increase . , 

r ' ■ ■ • - ■ 

Wages and prices--.- • '32.2 ^7.3 '57.3 60.7 56'.9 50.0 67.8 

./SeMces^— : ^7.8 «.7 '^2.7 , 39.3 ^3.1 30.0 ^ . 32.? 

— - — ^ — ^ — ^ ' . ~~r 

^Statistics calculated on a per patienf day basis; statistics for all other periods are calculated on a per adjusted patient day basis. "Fhfe 
' latter Includes-an approximation of equivalent services to outpatients. 
^jsjQ^labor exppn%es such as X-rays, laboratory tests, etc. 

NOTE: Statistics are based on data from the- National Hospital Panel Survey for 1977-78; statistics for ^1 other periods^are based on 
data from the Annual Survey of Ho$pitals. ^ 

SOURCES: American Hospital Association: Hospital Statistics. 1978 Edition . Chicago, 1978; Office of Research Affairs: National 
Hospital Economic Activity ,1Report No. 33, American Hospital Association, Mar. 1979; Bureau of Labor Statistics, U.S. t)epartmentj)f 
Labor: Consumer Price Index , Various releases. - . . \ ^ | 
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Tilble 77. Monthly charge for care in nursing homes and percent distribution of residents, According to seject^ facility and- 
# resident characteristics: United States, 1964, 1973-74, and 1977 ^ 



(Data are based on reporting by a sample of nursing homes) 

, '. i : >— 



Year 



1973-7'f2 



1977 



1 



Facility and 
resident characteristic 



% Average 
total 
monthly 
charge 1 



Percent 
distribution 

residents^ 



Average 
total 
monthly 
charge 1 




rcent 
distriBvtion 
of 

residents 



Average 

total 
monthly 
charge 1 



Percent 
distribution 
' of 
residents 



























$186 


100.0 


. $'f79 


100.0 


$689 s 


100.0 


212 


67. 


^^95 


6«f.8 


719 


85. 


117 


,32.6 . 




35.2 


5U 


l^f.6 * 


' 205 


60.2 • 


'f89 


69.8 


670 


68.2 


[to 


1 39.8 




30.2 


732 


31.8 




« '- 














397 


15.2 


5^*6 


12.9 








3'f.l . 


' 6^*3 


30.5 








502 


35.6 ' 


706 


38.8 






576 


15.1 


837 


17.9 


213 


28*6 


651 


22.0 


918 


22. if 


171 


36.6 


^^331. 


3'f.6 


6^0 


3'f.5 


161 


18.1 


h[6 


2.6.0 


585 - 


27!* 


20^* 


. 16.7 




17. t^ 


653 


15.9 








1 






186 . 


100.0 


t^73 


100.0 


689 


100.0 


155 . 


• 12.0 


t^3k 


10.6 


HI 

585 


* 

13.6 


18^*, 


18.9, 


t*73 • 


• 15.0 


669 


16.2 


191 


H[.7 


^^88 


35.5 


. 710 


35.7 


, 19^* 


27^5 


'f85 


38.8 


719 


, 3'f.5 


171 


35.0 


^^66 


29.1 


652 


28.8 




65.0 




7Q.9 


705 


- 71.2 


22^* ^ 


31.0 


510 


^^0.6 


758 


if3.8 ' 


199 


28.7 


%9 


^^2.1 


* 659 


ifO.7 


16'f 


26.9 


^^35 


16.^ 


586 


« l^f.^ • 


109 


13.5 


313 


0.9 


388 





FACILITY CHARACTERISTIC 
All facilities 

Type of service prj^ided ^ 

Nursing care ^- 

Persorral care with or withput nursing 

Ownership 

Proprietary — 

Nonprofit and government- 

Size 

Less than 50 beds - 

50-99 beds- — 

I00-11?9 beds 

200 beds pr more ^ 



Geographic region 



Northeast • — 

North Central — 

South 

West--— 



RESIDENIT CH/^RACTERISTIC 



All residents- 



Under 65 years-— 

65-7^^ years 

75-8^* years- — 
85 years and over- 



Sex 



Male 

Femate- ^ — • 

Level c/f care received 

Intensive nursing care ^- 

Other nursing care-4 ' 

Personal care- — t-J — 

No nursing or persbfval care — • * 

I \ '■ ^ '. ' '■ ' ^ r ' ' T ^. 

^ * Includes life-care residents and no-charge residents. ' 0 ^ ^ 

^Data exclude residents of personal care homes. j * * * * • 

SOURCE: l^tional Center for Health Statistics: Charges for care and sources for payment for residents in nursing hdhies, iJniTed » 
States, National Nursing Hortie Suvey, Aug. 1973-Apr. 197^, by E. Hing. Vital and Health Statistics . Series l3-No. 32.^DHEW Pub." 
No. (PHS) 78-1783. Public Health S^rvicfe. Washington. U.SlKGovernment Printing Office. Nov. 1977; Unpublished data from 1977 
National Nursing Home Survey. . * . . 



Table 78. iPersonal health care per capita expenditures and percent distribution, according to source of payment and age;"' 
s ' . * ' ^ United States, fiscal years l%6-77 ' 

(Data are compiled By the Health Care Financing Administration) 

Sourcf^of payment 

All • ■ r . 

personal ^ ; 

* health . . ^ - Third-party payment 

Age and care . " . 

year . expendi- * All Direct 

tures " sources payment Private Philanthropy 

• Total health and Qovern- 

n ' ' . . insurance industry ment 



AUages 

1966- $ 181.96 

1967'.!^- 20^.t*5 

1968. —™ . 228.75 . 

1969 . 256.59 

1970 5' .>v 289.76 ' 

1971 — . 320. 8«f 

1972 353.00 

1973 , — 386. 8«* 

197ia.- ^ «*25.'r5- 

197^^-. ^ — «*88.23 

19762.3L' 55ir:5D ' 

19772.3 . . 6'*6.11 

Under 65 years'* 

V 

1966 ——, 15^.96 ' 

1967 -. ^171.55 

1968 185.3^9 

1969 206.36 

1970 232.50 

1971 2^.09*'^ 

1972 - J 278.23 

1973 309. <^5 • 

197(^1 ' 3'*7.87 

197^1 390;79 

19762.3 — «^3>.g3 

, 1977P— 7 51^* ,25 , 

65 cjgears and over - 

1%6 -----^ '*'*5.25 

1%7 X — f.i? (r 535.03 

1968---——-— 6^6.65 

1969. r 735.19 

1970 828T31 

1971 u . 925.98 

1972 ™— 1,033.51 

1973 JfL.w 1,081.35 

197(^1 . 1,109.5'* 

I975I 1,335.72 

19762.3 : 1,521.^6 * 

.19772.3 1,7^5.17 



Percent distribution 



100.0 
100.0. 
100.0 
100.0 
100.0 
.100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 



100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 

160.0 

100.0 
100.0 
100. 0 
100.0- 



100.0 
100.0 
100,0 
1*00.0 
100. Q 
100.0 
100.0 
100.0 
100.0 
100.0 
^00.0 
100.0 



51 .5 


8 . 5 




24.7 




2,0 


21.8 




5'f.6 




22.6 




1.8 


30. 1 


^[,[ 


58.9 




22.4 




1.7 


34 .8 


39.8 


60.2 




23.2 




1.6 


35.5 




59.6 




2<>.0^ 




1.5 


34.2 


33. i 


60.9 




24.9 




1.4 ^ . 


34.6 


37. e 


6.2. 




24.9 






36.1 


36.8 


63.2 




25.4 




[.4 


36.4 




DJ . 7 




?5 7 




1 3 


37 3 




DO . f 




?5 (i 




1 3 


39 7 




A7 S 
\>t . J 




n 






iiO 7 




A9 7 




27 6 


r 


7" 0 


40 I 

• 


SI 1 


9 

to . 7 




27 3 




2.2 


19 4 


to . 1 


51 9 




28 0 

^0 . V/ 




2.2 


2 1 7 


lif^ n 






28. 6 




2.0 


23.3 


1 1 • A .. 


J J . 0 




29 8 

^ y . 0 




19 


^ 24.1 








1 n 






91 Q 
^J) . 7 




58.9 




32 . 6 




1.8 


2^.5 


3Z.^ ^ . 


61.6 




33.0 




1.5 


26.8 


38.3 


. 61.7 




33.2 




1.7 


26.8 


39.0 ^ 


61.0 




32.3 




1.7 


27.0 


36.5 


63.5 




33.3 , 




1.6 


28.6 


3^.9 


65.1 




3t.5 




1.7 


29.0 


•31.9 


68.1 




36. 


2.6 


29.1 


0 

53.2 


.46.8 




15.9 




1.1 


29.8 


37.0 


63.0 




■ 5.9. 




0.8 * 


56.4 


27 .5 


72.5 




5.3 ■ 




0.6 


66.6 


28.0 


72.0 




5A 




0.5 - 


66.1 


32.6 


67. " 




5.5 




0.5 


61.4 


3^.2 


. 65.8 




5.'* 




0.5 


60.0 


35.5 


64.5 




5.2 




0.4 


\ 58.9 


33.0 


67.0 • 




5.1* . 




0.4 


61.1 


28.0 


72.0 




5.7 




' 0.5 


65.9 


'26.3 


73.7 




5.'* 




0.4 


68.0 


'26.5 


73.5 - 




5.'* 




0.4 


67.7 


26.5 


73.5 




5.8 




0.7 


67.0 

















^Revised estimates. 

^Preliminary estimates. . ^ 
'^Data for fiscal year ending'^ptember 30; all other»data for fisqal yearllnding June 30. 

SOURCES: Gibson, R.m!, ancj Mueller, ^^^.S.! Age differences in health care spending, fiscal 
Bull . 38(6)j3-14, June 19/5j C/bson, R.M., Mueller, M.S., and Fisher, .C.R.: Age differences 
fiscal year 1976. See. Seeur. -Pull . ^0(8)!3-14», Aug. 1977; Gibson, K.Tvi., and Fisher> C.R.: 
care spending, ti seal »ear 1977r. ^SQC.~5i5Cur. Bull . 42(1);3-16, Jan. 1979. 



year 1974. 
in health care 



See. Secur. 



spending, 
Age 'differences in health 



Table 79. Medicare expendUiip'es and percent distribution for persons 65 years of age and over, according to type of service: United States, fiscal years 1967-77 



(Data are compiled by the Health Care Financing Administration) 



Year 



Type of service 



1967 


1968 


1969 


1970 


1971 1972 


1973 . 


197«t 


1975 


1976 


I977I 








* 


Expenditure in millions 










$3,172 


$5,126 


$6,299 


$6,783 


$7,'t77 $8,36«t 


$9,0W 


$10,158 


. $13,373 


$15,591 


$18,282 






• 




Percent distribution 










.ioa:o-.. . 




.„„1QI1J).-.... 




100.0 100.0. 


100.0 


ioo.o 


100.0 


100.0 


100,0 




76^V, 


66.3 


69.2 


70. 


73.0 l^.l 


75.1 


76.6 


7'».8 


7f.5 


7f.O 




25.8 


23.7 


23.9 


23.2 22.8 


22.3 


20. 


21.6 


21.6" 


21.7 


.3.1;^- 
70.7 


6.7 






2.9 2.0 


1.7 


2.1 


• 2.1 


,2.0 


.1.9 


-. 1.2 


-7 


1.3 


1.0 0.9 


0.9 


1.0 


1.5 


1.8 


2.3 



Total — 



All services 



Hospital care 

Physician's services - 
Nursing home care — 
Other services^-: 



^Data for fiscal year ending September 30; all other data for fiscal year ending June 30. ' ^ 
Other services include Home Health Agencies and Viome Health Services. " ' ^ 

SOURCES: Mueller, M.S., and Gibson, R.M.: Age differences in health care spending, fiscal year 197^. Soc. Secur. Bull . 38(6):3-l'f, June 1975; Gibson, R.M., and Fished 
C.R.: Age differences in health care spending, fiscal year 1977. Soc. Secur. Bull . 'f2(l)j3-16, Jan. 1979; Office of the Actuary, Health Care Financing Administrationt' 
Selected data. -I • 



Table 80. Medicaid expenditures^ and percent distribution, |iccordlng to type of service: United States, fiscal years 1967-77 

(Data are compiled f rom'-State and Federal Government sources) 



Year 



1 

1 

Type of service 


1967 


1968 


1969 

* 


1970 


— —J . 

1971 1972^ 1973 


l^7t 


1975 


1976 


19773 


Total 


$2,271 


$3, '♦51 


$'♦,368 


$5,112 


Expenditure in millions 
$6,if76 $7,713 $8,810 


$10,1'»9 


f 

$12,318 


$1'»,2'»5 


$16,300 


All services 










Percent distribution 

tia' 








1 


Total • -— . 


100.0 


100.0 


100.0 


100.0 


100.0 100.0 100.0 


100.0 


100.0 


too.o 


100.0 



Inpatient hospital care — 

Physician's services 

Nursing home care 

Intermediate care 4 

Dental care ' 

Prescribed drugs *• -• — - 

Other services^, - 



'♦0.2 
9.9 
33.7 

3.2 
7.9 
5.1 



39.'* 
11.0 
30.8 

5.5 

6.8 
G.t 



36.3 
11.8 
29.6 
2.2 
«.8 
6.9 



36.9 
11.3 
25.8 
5.9 
3.3 
7.7 
8.9 



35.3 
11.1 
25.8 
8.3 
2.8 
7.3 
9.3 



38.2 
lO.i 
23. F 
9.6 

2A 

7.1 
9.2 



35.3 
10.8 
21.0 
13.2 
2.4 
7.0 
10.3 



33.5 J 

10.7 

20.0 

2.6 
7.0 
10.5 * 



31.8 
10. 0' 
20.1 
17.7 
2.8 
6.6 
11.0 



31.7 
9.7 

18.2 

19.5 
2.7 
6.7 

11.3 



1 



Expenditures from Federal, State, and local funds under Medicaid. Excludes per capita payments for Part B of Medicare and administrative costs. 
^Does not include Guam 



31.5 
9.2 
17.2 
22.0 
2.5 

11. <> 



•-Does not inciuoe Liuam. * - 

3nata for fisral vear endins SeDtember 30; all other data for fiscal year ending June iO. " . ^ . 

4?5ml^!ts t?!ntSe^ faciUties are included in the total for fiscal years 19.69-72 even though they were administered under the cash assistance program untU 

3an. 1. 1972, when they were switched to Title XIX. . . u 1 

Bother services include laboratory and radiological services, home health, family planning services, and outpatient hospital services. 



SOURCES: U.S. House of Representatives, Committee on Interstat&jand Foreign Commerce: Data_oyheM^icaid^^ 

vSrf T%l77 . Waslitngton. U.S. Government Printing Office, Mar. T9^7. p. 32, Office ot Research, Office of Policy, Planning, and Research: Medic aid Statistics Fi 
Year 1977 . P HEW Pub;No, (HCFA) 78-0315'*. Health Care Financing Administration. Washington. U.S. Government Printing Office, April li'/s. 



Fiscad 
Fiscal 



i Table 81. Veterans' medical care expenditures' and percent distribution, according to ty^ of expenditure: United States, fiscal years 1965 and 1970-78 

• (Data are compiled from Veterans Administration sources) 



Year 



Type of expenditure 


1965 


1970 


1971 


1972 


1973 


197'> 


.1975 


i976 


1977^^ 


9 

1978 ■ 


• • 




i 






Amount in i 


■nillions 










Total — 


$1,150.1 


$1,688.6 


$1,915.5 


$2,2p.3 


$2,5«>8.9 


$2,837.7 


$3,328.2 


$3,838.8 


$'>,376.3 


$4,809.3 


t . ■ — 




1 ^ 




/ , 


Percent distribution 










All expenditures 


100 


100 


100 


100 


100 


100 


100 


100 


100 


100 


Inpatient hospital 


82 


71 


^ 70 


69 


68 


68 


66 


66 


65 


6* 




12 


I'f. 




17 


17 


17 


18 




' 19 


19 


VA nursing homes and 
domiciliaries 


3 


It 




5" 




5 


5 


* 5 


5 


5 


Community nursing homes — . 
All others^ 




1 


1 


1 


1 


1 


1 


1 


2 


2 


3 


9 


9 


8 


9 


9 


10 


10 


10 


10 



RIC 



^ Medical care expenditures exclude construction, medical administration, and rttiscellaneous operating expenses. 

^ Data for fiscal year ending September 30; all other data for fiscal year ending 3une 30. ,u • i 

^Includes miscellaneous benefits and services, contract hospitals, education and training for 1969-7^, subsidies to State veterans hospitals, 
domiciliaries, and the Civilian Health and Medical Program of the Veterans Administration. ■ 

SOURCE: Veterans Administration: Unpublished data from the Budget Office. ' 



nursing homes, and 



223 



20 • 



. ■ . • V ■ • . •' 

Table til, "National funding for health research and development and average annual percent change, according to source 

of funds: United States, selected years 1960-78 



as 



(Data are based on multiple sources) 



Source of funds 



Year and period 



All 
funding 



Government 



Federal 



State 



Industry 



1 



' Nonprofit 
organization^ 



Amount in millions 



1%0 

1%8 

1970 

1971 

1972 

1973 

197«> 

1975 

1976 

1977, 

1978^ 



1960-78 

l%0-68 — 

1%8.78 

1970- 71 

1971- 72 

1972- 73 ~- 

1973- 70 _£ 

1970-75 

1975- 76 

1976- 77 



1977-782. 



$ 918 


' $ 008 


$ 78 


$ 233 


$139 


2,576--^ 


1,582 


125 


661 


208 


2,827 


1,667 


150 ^ 
163 ' 


795 


215 


3,133 


1,877 


860 


233 


3,078- 


"2,107 


179 


^ 925 


227 


3,691 


2,223" 


201 


1,033 


232 


a, 015 


2,750 


222 


1,187 


252 


0,387 » 


2,799 


232 


1,292 


260 


0,967 


3,0i3 


252 


1,025 


267 


5,085 


3,360 


277 


1,575 


273 


6,161 . 


3,789 
Average i 


306 


1,773 


291 




uinual percent chang 


e 




11.2 


12.6 


7.9 


11.0 


0.2 


13.8 


17.1 


6.1 


12.8 


5.2 


9h 


■9.1 


9.0 


10.0 


3.0 


10.8 


■a " 12.6 


8.7 ' 


8.2 


8.0 


11.0 


10.0 


9.8 


7.6 


2.6 


6.1 


3.6 


12.3 


11.7 


2.2 


19.6 


23.8 


10.0 


10.9 


8.6 


3.9 


1.6 


' 0.5 


.8.8 


0.8 


8.3 


8.0 


8.6 


10.3 


1.1 


,10.0 


11.1 


9.9 


10.5 


2.2 


12.3 


12.8 


10.5 


12.7 


6.6 



^Includes expenditures for d ug research. These expenditures are included in the "drugs and sundries" component of the Social Security 
Administration's National malth Expenditure Series, not under "research." ^ - * » 

2 Preliminary estimates. j 

SOURCE: Office of Prograrp Planning and Evaluation, National Institutes of Health, Public Health Service: Selected data. 




g V Table 83« Federal obligations for health research and developmen^and percent distributions according to agency: United States, fiscal years 1970-78 



(Data are compiled from Federal Government sources) 









• 


Year 


- 




• 


Agency 


1970 


1971 


1972 


" 1973 197* 1975 


1976 


1977 1 


19781 


1 


1 






Amount in millions • 


- 






Total ~ : : — 


^ $1,666.6 


$1,876.6. 


$2,1*7.3 


$2,225.3 $2,753.6 $2,798.9 


$3,023.5 


$3,359.9 


$3,788.8 










rr^ -^-^ ' • — 

Percent distribution 








AU Federal agencies — 


100.0 


100.0 


100.6 


100.0 100.0 100.0 

■ It 


100.0 


100.0 


100.0 



Department of Health, Education, 
and Welfare — 



National Institutes of Health 

Other Public Health Service 

Other Department of Health, Education, 
and Welfare — — • 



Other agencies 

Department of Agriculture — 
Department of Defense - — - — 

Department of Energy 2 

Department of the Interior — 
Department of State 



Department of Transportation 

Atomic Energy Commission^ 

Consumer Product Safety Commission — 
Energy Research and Development 

Administration^ — — 

Environmental Protection Agency - 

National Aeronautics and Space * 

Administration 

National Science Foundation : — 

Veterans Administration 

All other departments and agencies 



70.6 


70.1 


73.8 


72.3* 


76.0 s 


'77.3 


77.6 


77.8 


78.8 


52.* 


55.* 


59.2 


59.5 • 


63.1 


65.9 


66.9 


iS6.8 


68. l| 


16.2 


13. '2 


12.8 


.U.5 


11.* 


10.0 


9.5 ' 


9.2 




2.0 


1.6 


1.7 


1.* 


1.5 


1.* 


1.2 


1.9 


. 1.* 


29'.* 


29.9 


^ 26.2 


27.7 


2*.0 


22.7 


22.* 


. 22.2 


21.2 


3.0 


> 3.2 


-^^3.1- 


' 2.7 


2.2 


2.2' 


2.0 


2.5 


2.5 


7.5 a 


' 6.6 


5.9 


5.7 


*.3 


*.l 


3.9 


*.5 


*.3 






• • • 


• • 4 


• • • 


• » • 


• • • 


• • * 


5.1 


0.7 


~ 1.2 


1.6 


1.5 


1.2 


0.3- 


0.* 


0.3 


0.* 


0.6 


.0.8 


0.7 , 


0.7 


. .0.* 


0.2 


0.3 


0.7 


0.5 ' 


0.6 


2.2 


1.8 


2.9 


2.* 


0.*. 


0.2 


0.2 


0.2 


6.3 


5.6 


*.8 


V 5.0 


• • • 


• • • 


• • • 


• • • 


• • • 


• • • 


• • • 






. ' 0.2 




0.2 


0.2 


0.1 




• • • 




• • • 


' *.* 


5.9 


5.6 


5.* 


^ • • • 


• • • ' * 


0.7 


0.7 


0.9 ' 


0.7 


1.* 


2.* 


1.7 


" 1.5 


5.2 


*.0 


'2.3 


1.9 


2.9 


2.7 


2.* 


1.* 


1.5 - • 


1.7 


1.8 


1.7 


2.0 


1.7 


1.6 


1.7 


1.6 


. 1.7 


3.5 


3.3 


3.2 


3.3 


3.1 


3.* 


3.1 


3.2 


3.1 


0.3 


0.3 


0.3 


0.9 


0.7 


0.3 


0.3 


0.3 


0.2 



^Data for liscal year ending September 30; all other data for fiscal year ending June 30. 

^Data for Atojruc Energy Commission, Energy Research and Development Administration, and the Department of Energy form a continuous series. 



SOURCE: Of f ice of Program Planning and Evaluation, National Institutes of Health, Public Health Service: Selected data. 
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table 84, Federal expenditures for health research and planning and percent distribution, according to category: United States, flscal years 1970-78 

(Data are compiled from Federal Government sources) 



Year 



Category 



1970 



1971 



1972 



1973 



197^^ 



1975 



1976 



1977^ 1978l'2 



Expenditure in millions 



Total 



All categories 



Cancer 

Cardiovascular 

Mental health — 

Neurological and visual 

Population and family planning 

Environmental health 

Metabolic diseases ^ 

Child health ~ 

Infectious diseases 

Pulmonary 

Dental 

Health services research and planning 
Other research and development 



$1,705 


$1,8*7 


$2,302 


$2,*6b 


$2,*77 


$2,772 


$3,351 


$3,523 


$3,910 


/' 






o 

Perceift distribution 










100.0 


100.0 , 


100.0 


100.0 


100.0 


lOQ.O 


100.0 


100.0 


100.0 


10.6 


8.7 


11.1 


1*.3 


16.0 


18.0 


■ 19.6 


21.8 


20.* 


8-. 6^ 


5.8 


7.2 


13.* 


9.* 


9.6 


9.8 ■ 


8.7 


9.1' 


5.0 ■ 


*.7 


*.5 


*.l 


5.0 


*.o 


3.7 , 


*.l 


3.8 


5.3 


3.1 


5.H 


5.6 


5.7 


5.6 


6.1 


3.6 


6.1 


1.0 


1.3 


1.6 


1.9 


1.9 


2.1 


1.9 


1.9 


1.9 


8.6 


10.6 


8.6 


8.5 


9.9 


• 10.8 


13.9 


12.6 


12.6 






•0.9 


1.^ 


1.9 


1.9 


1.8 


1.2 


1.* 






5.6 , 


5.9 


5.8 


*.9 


5.8 


5.3 


5.8 






2.8 


2.8 


2.9 


• 2.6 


3.1 " 


2.* 


2-5 






6'. 2 


6.2 


5.3 


*.7 


5.1 


5.* 


5.* 






1.0 


1.3 


1.7 


1.7 


1.7 


1.8 


1.8 






1.5 


1.5 


*.7 


1.5 


1.7 


1.* 


1-5 


10.5 


17.9 


22.9 


18.6 


^ 15.8 


1*.2 


9.2 


13.1 


•. 11.7 


50.* 


*7.9 


20.7 


1*.8 


^ 17.2 


18.3 


16.6 


1*.8 


• 16.0 



^Data for liscal year ending September 30; all other data for fiscal year Ending June 30. 
^Estimate.^ 

SOURCE: Ejtecutive Office of the President, Office of Management and Budget: Special Analyses Budget of the United States Government, Fiscal Years 1972^1979 . 
U.S. Government Printing Officei, Washington, D.C. , V - ' 
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Sources and Limitations of Data: Contents 




I.. 

/ 1 - 



Introduction. ; 

Department of Health, Education, and Welfare 
Public Health Service 
Office of Health Research, Statistics, and Technology 
National Center for Health Statistics 

Vital Registration System, , i 

National Survey of Family Growth , , ! 

Health Interview Survey 

Health Examination Survey. . \ 

Health and Nutrition Examination Survey 

Master Facility Inventory 

Hospital Discharge Survey. t» 

National Nursing Home Survey^ 

National Ambulatory Medical Care Survey 

Health Resources Administration 
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Bureau of Epidemiology 
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Bureau of State Services 
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Alcohol, Drug Abuse, and Mental Health Administration 
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Surveys of Mental Health Facilities 213 
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Office of Research, Demonstrations, and Statistics 
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U.S. Census of Population , 213 

Current Population Survey 214 

Population Estimates and Projections.^ 214 

Department of Labor 
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Environmental Protection Agency 
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Demographic Yearbook i , /. 215 
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APPENDIX I 

Sources and Limitations of Data 



Introduction 



This report consolidates the most current data on the 
health of the population of the United States, the 
availability and use of health resources, and health care 
expenditures. TheJn formation was obtained from the data 
files and/or published reports of many governmental and 
nongovernmental agencies and organizations. In each 
cas^, the sponsoring agency or organization collected data 
^ usirtg its own methods and procedures. Therefore, the data 
in this report vary considerably with respect to source, 
method of collection, definitions, and reference period. 
^ In most instances, data referred to in the text of Part B 
are from the ongoing data collection systems of the 
National Center for Health Statistics (NCHS). Unless^ 
otherwise noted, the data in Section I, Health Status and 
-Determinants, Section II, Utilization of Health Resources^, 
and Section Ijfci-B, Health Care Resources— Facilities are 
^ ^ based on NCHS data systems. In Section III-A, Health 
Care Resources— Manpower, the data come primarily 
from the Bureau of Healfti Manpower, Health Resources 
Administration, and the American Medical Association. 
The national health expepditures data, including public 
and personal health care expendftures found in Sections 
IV-A, IV-B, and IV-D, were compiled by the Office of 
Research, Demonstrations, and Statistics, Health Cafe 
Financing Administration. 

'Although a detailed; description and comprehensive 
evaluation of each data source is beyond the scope of this 
appendix, users should be aware of the general strengths 
and weaknesses of the differeht data collection systems. 
For example, population-based surveys obtain 
socioeconomic data, dat|^ on family characteristics, and 
information on the impact of an illness, such as days lost 
from work or limitation of activity. However, they are 
limited by the amount of information ^ respondent 
remembers or is willing to report. Detailed medical infor- 
mation such as precise diagnoses or the types of operations 
performed may not be known and so will not be reported. 
Conversely, health care providers, such as physicians and 
hospitals, usually have gdod diagnostic information but 
little or. no information about the socioeconomic 



characteristics of individuals or the impact of an illness on 
the individual. 
Th» population covered by different data coUectiqn 
, systems may not be the same, and understanding the dif- 
ferences is crnical (b interpretinjj^ the data. Data on vital 

• statistics and national expenditures cover the entire 
population. Most data on morbidity and utilization pf 
health resources cover only the civilian noninsti- 
tutionalized population. Thus, statistics are not included 
for military personnel, who are usually young; for institu- 
tionalized people, who may, for example, be prisoners of 
any age; or nursing home residents, who are usually old. 

All data collection systems are subject to error, and 
records may be incomplete or contain inaccurate informa- 
tion. People may not remember essential information, a 
question may not ml^an the same thing to different 

' respondents, and some institutions or individuals may not 
respond at all. The sponsoring agencies do the best they 
can, but it is not always possible to measure the magnitude 
of these errors or their impact oh the data. Where possible, 
the tat)les have notes describing the universe and the 
method of data collection to enable the user to place his or 
her own evaluation on the data. In many instances, data do 
riot add to totals because of rounding. 

Data collection systems based on samples have samffling 
errors in addition to errors mentioned above' A sampling 
error is a measure of . the variability introduced because 
only a sample of the universe was taken. In general, data 
with large sampling errors are not shown in this report. 
Most tables also show when the data are based on a 
sample. ^ 

The fact that a sample has an additional source of error 
does not mean that sample data are less reliable than full- 
count data. Frequently, the money saved by taking only a 
sample is spent on reducing other forms of error through ^ 
. more pretestinjg of survey, forms, better quality control, 
and othef measures. , * 

The descriptive summaries that follow provide a general 
overview of study design, methods of data collection, and < 
reliability and validity of the data. More complete and 
detailed discussions are found in the publications 
referenced at the end of each summary. The data set or 
source is listed un4pr the agency or organization that spon- 
sored the data cofl^ction. 



ERIC 



332 



.207 



DEPARTMENT OF 
HEALTH, EDUCATION, 
AND WELFARE 



Public Health Service 



OFFICE OF.HEALTH RESEARCH, 
STATISTICS, AND TECHNOLOGY 

National Center for Health Statistics 



Vital Registration System 

The vital r^istration system, of the Natimial Center for 
Health Statistics (NCHS) collects and* publishes data on 
births, deaths, marriages, and divorces in the United 
States. Fetal deaths are classified antl tabulated separately 
from othe'r deaths. The Division of Vital Statistics Obtains 
informatipn on births and deaths from the registration 
offices qf ail States, certain cities that perform their own 
data collection, the District of Columbia, Puerto Rico, the 
U.S. Virgin Islands, and Guam. Geographic coverage for 
births and deaths has been complete since 1933. 

Until 1972, microfilm copies of all death certificates and 
a 50-percent sample of birth certificates were received from 
air registration areas and processed by NCHS. Beginning 
in *1972, some States began sending their data to NCHS 
through the Cooperative Health Statistics System (CHSS). 
States that participate in the CHSS program process 100 
percent of their death and birth records and send the entire 
data file to NCHS on computer tape. The number of par- 
ticipating States has grown from 6 in 1972 to 38 in 1978. 
• The standard certificates of birth, death, and fetal death 
recommended by NCHS are modified in each registration 
area to serve the area's needs. However, most certificates 
conform closely in content and arrangement to the stand- 
ard certificate, and all certificates contain a minimum data 
set specified by^NCHS^ 
In most areas, practically all births and deaths are 
\ registered. The most recent survey of the completeness of 
birth registration, conducted on a sample of births from 
1%4 to 1968, showed thatr99.3 percent of all births in the 
United States during that period were registered. No com- 
parable iftformation is available for deaths, but it is 
generally believed that death registration in the United 
States is at least as com'pjete as birth registration. 
However, there are isolated areas in the United States 
where underreporting of births and deaths mky be severe 
enough to affect the validity of local statistics. 

For more information, see: National Center for Health 
Statistics, Vital Statistics of the United States, 1975, Vol. I, 
DHEW Pub. No. (PHS) 78-;lil3 and Vol. II, Part A, 
DHEW Pub. Nq. (PHS)7(|lll^i, I'ublic Health Service, 
Washington, U.S. Government IPrinting Office, 1978 and 
1979. . 



National Survey of Family Growth 

Data from the National Survey of Family Growth (NSFG) 
are based on a five-stage probability sample of civilian 
n^institutionalized women living in the coterminous 
United States who are 15-44 years of age and who are cur- 
rently married, previously married, or never married but 
have offspring living in the household. 

The counties an^ independent cities of the United States 
were combined to form a frame of primary sampling units 
(PSU's), and 101 PSU's were selected as the first-stage 
sample for Cycle I of NSFG, conducted from June 1973 to 
F|jDruary 1974f The next three stages produced a clustered 
.^sample of 28,998 households within the 101 PSU's. At 
26,028 of these households (89.8 percent), a household 
screener interview- was ^completed. These screeners 
produced a fifth-stage sample of 10,879 women, of which 
9,797 were interviewed. 
Cycle II of NSFG was conducted from January to 
, September 1976. The sample design was basically the same 
'^s it was in Cycle I. The sample consisted of 27,162 
households in 79 PSU's. Household screener interviews 
were completed at 25,479 of these households (93.8 per- 
cent). Of 'the 10,202 women in the sample, 8,611 were 
interviewed. 

In order to produce estimates for the entire population 
of eligible women in the United States, data for the inter- 
viewed sample women were inflated by the reciprocal of 
the probability of selection at each stage of sampling and 
adjusted for both screener and interview nonresponse. In 
addition, estimates fp/ ever-married women in 12 age-race 
categories were poststratified to benchmark population 
values b^ed on data from the Current Population Sui^ey 
of the U.S. Bureau of the Census.; * 

Quality control procedures for interviewer selection, 
interviewer training, field listing, and data processing were 
biiilt into NSFG to minimize tfonsampling error and bias. 
In addition, the nonresponse adjustments in the estimator 
were designed to minimize the effect of nonresponse bias 
by assigning' to nonreSpondents the characteristics of 
similar respondents. Sampling errcjrs' for NSFG were 
estimated by balanced half-sample replication. 

Discussion of the balanced half-sample technique, sum- 
mary sampling error charts, and detailed information on 
the NSFG s*amf)le design are available in the following 
report: National Center for Health Statistics, National 
Survey of Family Growth, Cycle I, sample desigrt> estima- 
tion procedures, a\iA variance estimation, by D. K. t^rench, 
Vital and Health Statistics, Series 2-No. 76, DHEW Pub. 
No. (PHS) 78-1350, Public Health Service, Washington, 
U.S. Government Printing Office, Jan. 1978. f 

Health Interview Survey 

TheHealth Interview Survey (HIS) is a continuing nation- 
wide sample survey in which data are collected through 
personal household interviews. Information is obtained on 
personal and demographic characteristics, illnesses, 
injuries, impairments, chronic conditions, utilization of 
health resources, and other health topics. The household 
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questionnaire is reviewed each year, with supplenfiental 
topics being added dr deleted. For most topics, data are 
collected over an entire calendar year. The universe for 
HIS is the civilian noninstitutionalized population of the 
United States. Members of the Armed Forces, U.S. 
nationals living in foreign countries, a^d persons who (Jifed 
during the reference period iare excluded. J 

The survey is based on multistage, probability cluster* 
sample of 376 primary sampling units selected from 
approximately 4,900 geographically defined units in the 
Jirst stage, and 12,000 segments containing about 42,000 
eligible occupied households in the final stage. The usual 
HIS sample is about 1 16,000 persons in 40,800 interviewed 
households in a. year. The response rate is ordinarily about 
96 percent of tqe eligible households. Natibnal estimates 
are based on a four-stage estimation procedure involving 
inflation by the iteciprocal of the probability of selection, a 
rionresponse adjustment, ratio adjustment, and 
. poststratification. 

For more detailed information on HIS design, limita- 
tions of data, and sampling errors of the estimates, see: 
National Center .for Health Statistics, Current estimates 
from the Health Interview Survey, United States, 1977, by 
L. J. Howie and T. F. Drury, Vital and Health Statistics, 
Series 10-No. 126, DHEW Pub. No. (PHS) 78-1554, 
Public Health Service, Washington, U.S. Government 
Printing Office, Sept. 1978. 

Health Examination Surve;^ 

The Health Examination Survey (HES) is a continuing 
nationwide sample survey conducted by the National 
Center for Health Statistics in which data for determining 
the health status of the popi^jation are copected through 
direct standardized physical examinations, clinical and 
laboratory tests, and measurements. The content of the 
HES program is revised periodically, and selected com- 
ponents are added or deleted to meet the current needs for 
health data of this type. 

For the first program or cycle of the Health Examina- 
tion Survey (HES I), 1960-62, data were collected on the 
total prevalence of certain chronic di^ases asjwell as the 
distributions of various physical and physiological 
measures, including blood pressure and serum cholesterof 
levels. For that program, a highly stratified, multistage 
probability sample of 7,710 adults, of whom 86.5 percent 
were examined, was selected to represent the 1 11 'million 
civilian noninstitutionalized adults 18-79 years of age in 
the United States at that time. The sample areas consisted 
of 42 primary sampling units (PSU's) from the 1,900 
geographic Units. I 

In 1971, a |}utrition surveillance component was added 
and the surve^ name was changed to the Health and Nutri- 
tion Exa'hiindtion Survey. 

For further information on HES I, 'see: National Center 
f<Jr Health Statistics, Cycle I of the Health Examination 
Survey, sample and response. United States, 1960-1962,- 
by T. Gordon and H. Miller, Vital and Health 
StatisticSr PHS Pub. No. 1000-Series 11-Nb. 1, Public 



i Health Service, Washington, U.S. Government Prfhting 
Office^ Apr. 1964. 



Health and Nutrition Examination 9urvey 

This survey collects health-relat^ data that can be 
. obtained only by direct physical ex^ninations; clinical and 
laboratory tests, and related measurement procedures. In 
the first Health and Nutrition ' Examination Survey 
(HANES-I), a major purppse was to measure and monitor 
indicators of the nutritional status of the American people 
through dietary intake data, biochemical tests, physical 
measurements, and clinical assessments for evidence of 
nutritional deficiency. Detailed examinations were given 
by dentists, ophthalmologists, and- dermatologists with an 
assessment of need for treatment. In addition, data were 
obtafhed for a subsample of adults on overall health care 
needs and behavior, and more detailed examination data 
were collected on cardiovascular, respiratory, arthritic, 
and hearing conditions. 

The HANES-I target population was the civilian 
noninstitutionalized population 1-74 years of age residing 
in the coterminous United States, except for people 
residing on any of the reservation lands set aside for the 
use of American . Indians. The sample design was a 
multistage, stratified probability sample of clusters of per- • 
sons in land-based segments. The sample areas consisted of 
65 primary 5artlpling units (PSU's) selected from'the 1 ,900 
PSU's in the coterminous United States. A subsample of 
persons 25-74 years of age was selected to receive the more 
detailed health examination. Groups *at high risk of 
malnutrition were oversampled at knov\^ rates throughout 
the process. 

Household interviews were completed for /nore than 96 
percent of the 1^8,043 persons selected for the HANES-I 
sample, and about 75 percent (20,749) were examined 
between 1971 and 1974. 

The estimation procedure! used to produce national 
statistics^ involved inflation by reciprocals of prob- 
abilities of selection, adjustment for nonresponse, and^ 
poststratified ratio adjustment to population totals. 
Sampling errors also were estimated to measure the/ 
reliability of the statistics. 

. For more information 'on HANES-I, see: Ational 
Center for Health Statistics, Plan and operation of the 
Health and Nutrition Examination Survey, United States^ 
1971-^73,.by H. W. Miller, Vital and Health Statistics, 
Series 1-Nos. 10a and lOb^ DHEW Pub. No. (HSM) 
73-1310, Health Services and Mental Health Administra- 
tion, Washington, U.S. Government Printing Office, Feb. 
1973. ' ' V 

* 

Master Facility Inventory 

4 

The Master Facility Inventory (MFI).is a comprehensive 
file of inpatient health facilities in the United States. The 
three broad categories of facilities in MFI are hospitals, 
nursing and related care homes, and other custodial or 
remedial care facilities. To be included in MFI, hospitals 
must have at least six. inpatient beds, ajid nursing and 
related care homes must have at least three inpatient beds. 
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MFI is kept- current by ttie periodic add'i^^^ 
and addresses obtained from State licensing agencies for 
all newly established inpatient facilities. In addition, 
annual surveys of hoipHils and periodic siirveys of nursing 
homes and other facilities are conducted to update name 
and location, type of business, numbef of beds, and^ 
numb^er of residents or patients in the facilities. 

From 1968 through 1975, the hospital survey was con- 
ducted in conjunction with the American Hospital 
Association (AHA) Annual Survey of Hospitals. AHA 
performed the data collection for its member hospitals, 
while NCHS collected the data for the approximately 400 
non-AHA registered hospitals. Since 1976, however, all of 
the data collection has been performed by AHA.^ 

Hospitals are requested to report data for the full year 
ending September 30. More than half of the responding 
hospitals used this reporting period for the 1977 survey. 
The remaining hospitals used various other reporting 
periods. ♦ ' 

The nursing home and other facilities survey was con- 
ducted by the National Center for Health Statistics in 
1963, 1967, 1969, 1971, 1973, and 1976. In 1976, data for 
16 States were collected at least partially through the 
Cooperative Health Statistics System (CHSS). There may 
have been changes in data collection procedures, coverage, 
definitions, and concepts in preliminary data from these 16 
States in 1976. 

The response rate for the 1977 hospital survey was about 
92 percent. The response rate for the 1976 nursing home 
and other facilities survey was about 95 percent for the 
portion of the survey not conducted through CHSS. 

Statistics derived from the hospital and nursing home 
and other facilities surveys were adjusted for both facility 
and item honresponse. Missing items on the questionnaire 
were imputed, when possible, by using information 
reported by the same facility in a previous survey. When 
data were not available from a previous census for a 
responding facility, the data were imputed by using data 
from similar responding facilities. Similar facilities are 
defined as those with the same types pf business, owner- 
ship, service/ and approximately the same bed size. 

For more detailed information on MFI, see: National 
Center for Health Statistics, Design and methodology of 
the 1967 Master Facility Inventory Survey, by G. G. 
Hollis, Vital and Health Statistics, PHS Pub. No. 
1000-Series l-No.9, Public Health Service, Washington, 
U.S. Gpvernment Printing Office, Jan. 1971. 

^ ■ 
Hospital Discharge Survey 

The Hospital Discharge Survey (HDS) is a continuing 
nationwide samplp survey of short-stay hospitals in the 
United States. The scope of HDS encompasses patients 
discharged from noninstitutjonal hospij^ls, exclusive of 
military and Veterans Administration hospitals, located in ' 
the 50 States and the District of Columbia. Only hospitg^ls 
having six beds or more for patient use and those in which 
the average length of stay for all patients is less than 30 
days are included in th? survey. Although all discharges of 



patients from these hospitals are within the scope oif the 
survey, discharges of newborn infants from all hospitals 
are excluded -from this report as well ^s discharges of all 
patients from Federal hospitals. 

The sample was sjjlected from a frame of about 7,500 
short-stay hospitals Osted in the Mastet Facility Inventory. 
A two-stage stratified sample design was used, and 
hospitals were stratified according to bed size and . 
geographic region. The largest hospitals were selected with 
certainty in the sample, and the probability of selection of 
a hospital decreased as the bed size of the hospital 
decreased. Within each sample hospital, a systeniatic ran- 
dom sample of discharges w^s selected from the dail]|^ 
listing sheet. The within-hospital samplirtg ratio for select- 
ing discfiarges varied inversely with the probability of 
selection of the hospital, so that the overall probability of 
selecting a discharge was approximately the same in each 
bed-size class. ^' 

Survey hospitals used an abstract form to transcribe 
data from the face sheet of hospital records. Forms Nvere 
completed either by hospital staff or representatives of the 
National Center for Health Statistics. 

The basic unit of estimation for HDS was the sample 
patient abstract. The estimation procedure involved infla- 
tion by reciprocals of the probabilities of selection, adjust- 
ment for nonresponding hospitals and missing abstracts, 
and ratio adjustments to fixed totals. Of the 535 hospitals 
selected for the survey, 491 were within the scope of the 
survey, and 423 participated in the survey in 1977. Data 
were abstracted from about 224,000 medical records. / 

For more detailed information on the design of HDS 
and the nyignitude of sampling errors associated with HDS 
estimates, see: National Center for Health Statistics, 
Utilization of short-stay hospitals, annual summajy for the 
United States, 1977, by B. J. Haupt, Vital and Health 
Statistics, Series 13-No. 41, DHEW Pub. No. (PHS) 
79-1792, Public Health' Service, Washington, U.S. 
Government Printing Office, Mar. 1979. 

National Nursing Home Survey 

Two sample surveys were conducte<| by the National 
Center for Health Statistics to obtain information on nurs- 
ing homes, their expenditures, residents, staff, and, in the 
most recent survey, discharged patients. The first survey 
was conducted between August 1973 and April 1974. The 
most recent Natioiial Nursing Home Survey (NNHS) was 
conducted f^om May through December 1977; 

Data on facilities were collected by personal interviews 
with administrators; facility accountants completed ques- 
tionnaires on expenditures. Resident data were collected by 
a nurse familiar with the care provided to the resident. The 
nurse relied on the medical record and personal knowledge 
of the residents. Employees completed a self-administered 
questionnaire. Discharge data, collected only in the most 
recent NNHS, were based on information recorded in the 
medical record. 

For the initial survey conducted in 1973-74, th^universe 
included only . those nursing homes that provided some 



level of nursing care< Thus homes providing only personal 
or domiciliary care were excluded, the sample of 2,1 18 
homes was selected from the 17,685 homes that provided 
some level of nursing care and were listed in the 1971 
Master Facility Inventory (MFI) or those which opened for 
business in 1972. Data were obtained fk-om about 20,600 
staff and 19,000 residents. Response rates were 97 percent 
\ for facilities, 88 percent for expenditures, 98 percent for 
residfents, and 82 percent for staff. 

The scope of the 1977 NNHS encompassed all types of 
nursing homes, including personal care and domiciliary 
care homes. The sample of about 1,700 facilities was 
selected from 23,105 nursing homes in the sampling frame, 
which consisted of all homes listed in the 1973 MFI and 
those opening for business between 1973 and December 
i976tNData were obtained frorji about 13,600 staff, 7,000 
residents, and 5,109 discharged residents. Response rates 
were 95 percent for facilities, 85 percent for e;cpenses, 81 
percent for staff , 99 percent for residents, and 97 percent 
for discharges. 

Statistics from NNHS were derived by a ratio-estimating 
procedure. Statistics were adjusted for failure of a home to 
respond, failure to fill out one of the questionnaires, and 
failure to complete an item on a questionnaire. 

For more information on the 1973-74 NNHS, see: 
National Center for Health Statistics, Selected operating 
and financial characteristics of nursiitg homes. United 
States, 1973-74 National Nursing Home Survey, by M. R. 
Meiners, Vital and Health Statistics, Series 13-No. 22, 
PHEW Pub. No. (HRA)^ 76-1773, Health Resources 
Administration, Washington, U.S. Government Printing 
Office, Dec. 1975. For more Wormatiton on the 1977 
NNHS, see: National Center for Health Statistics, Com- 
parison of nursing home residents and cnscharges, 1977 
National Nursing Home Survey, by E.\Hing and A. 
Zappolo, Advance Data From Vital and HhaltH Statistics, 
No: 29, DHEW Pub. No. (PHS) 78-1250, Public Health 
Service, Hyattsville, Md.,.May 17, 1978. 

National Ambulatory Medical Care Survey 

The National Ambulatory Medical Care Survey (NAMCS) 
is a continuing national probability sample of ambulatory 
medical encounters. The scope of the survey covers 
physician-patient encounters in the offices of n.onl[ederally 
employed physicians classified by the American l^edical 
Association or American Osteopathic Association as 
^ ••office-based, patient care*' physicians. Excluded are 
visits to hospital-based physicians, visits to specialists in 
anesthesiology, pathology, and radiology, and visits to 
physicians who are principally engaged in teaching, 
research, or administration. Telephone contacts^ and 
i;ionoffice visits are also excluded. 

A miultistage probability design is employed. The first- 
stage sample consists of 87 primary sampling units (PSU's) 
selected from about 1 ,900 such units into which Uie United 
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States has been divided. In each sample PSU, a sample of 
practicing physicians is selectetl. The final stage involves 
selection within a randomly assigned 7-day reporting 



period, and the selection of samples of patient visits during 
that period. . 

For the 1977 survey, 3,000 physicians were selected for 
the sample, of whom 2,493 were found to be feligible for 
NAMCS and were asked to participate. A total of 1,932 
physicians (77.5 percent of those eligible) participated in 
the study, providing data concerning a random sample of 
about 51,000 patient visits. 

The estimation procedure used in NAMCS^basically has 
three components: (1) inflation by reciprocals of the 
probabilitie^of selection, (2) adjustment for nonresponse, 
..^'^^afi3l[3) ratio adjustm^t to fixed totals. 

For more detailed information on the design of NAMCS 
and t'he magnitude of sampling errors associated with 
NAMCS estimates, see: National Center for Health 
Statistics, 1977 Summary, National Ambulatory Medical 
Care Survey, by T. Ezzati and T. McLemore, Advance 
Data From Vital and Health Statistics, No. 48, DHEW 
Pub. No. (PHS)' 79^1 250, Public Health Service, Hyatts- 
ville, Md , Apr. 13, 1979. 



HEALTH RESOURCES 
' ADMINISTRATION 

ifeureau of Health Manpower 

■ I 

Medical specialist supply projections 

In an ongoing effort, the Bureau of Health Manpower's 
Division of Manpower Analysis evaluated both the current 
and future supply of health manpower in the various 
occupations. . \ 

The 1974 supply of active physicians (M.D.'s) by 
specialty was used as the starting point for the projections 
of active physicians published in 1978. The major source 
of data used to obtain 1974 figures was the American 
Medical Association (AMA) Physician Masterfile. 

The projections were derived essentially from two 
distinct estimation matrices. The first matrijc produced a 
••basic" projection of year-by-year future M.D. graduates* 
and separations from the active workforce by country of 
medical education. Estimates of first-year enrollments, 
- student attrition, other medical school-related trends, and 
a model of foreign and Canadian medical graduate 
immigration were used. The second matrix distributed t 
future graduates and separations by specialty, disaj 
gregated by country of medical, education. Projections of 
first-year residency trends were used, and deaths and 
retirements of active practitioners were distributed among^ 
the specialties proportionate to the supply in each specialty 
as of 1974. Mortality and retirement losses were co^iputed 
by S-vear age cohort on an annual basis, using age distribu- 
tions^ and mortality and retirehient rates from AMA data. 

For more information, see: Bureau of Health Man- 
power, The Current and Future Supply of Physicians and 
Physician Specialists, DHEW Pub. No. (HRA) 79-13, 
Health Resources Administration, Hyattsville, Md.,il979. 
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CENTER FOR Disease CONTROL 

Bureau of Epidemiology 

' National Morbidity Reporting System 

This is a system for collecting demographic, clinical, and 
laboratory data primarily from State and territorial health 
agencies to provide national surveillance for conditions 
such as rabies, aseptic meningitis, diphtheria, tetanus, 
encephalitis, foodborne outbreaks, and others. Com- 
pleteness of reporting varies greatly, since not all cases 
receive medical care and not all treated conditions are 
reported. Reporting is voluntary. 

. Estimates of underreporting h^ve been made for two 
diseases, measles and viral hepatitis. It is generally 
accepted that about 10^15 percent of all cases of measles 
that occur in the United States are reported to the Center 
for pisease Control (CDC). About 15-20 percent of all^ 
cases of viral hepatitis are reported to _CDC. 

Depending on the disease, data areA:ollected weekly or 
monthly and are analyzed to detect epidemiologic trends or 
to locate cases requiring control efforts. Data are 
published weekly and summarized annually; For more 
information, see: Center for Disease Control, Reported 
morbidity and mortality in the United States, 1977, Afor- 
bidity and Mortality Weekly Report, 26(53), Sept. 1978, or 
write to Center for Disease Control, CKief, Consolidated 
Surveillance and Communications Activity, Bureau of 
Epidemiology, Atlanta, Ga. 30333. 

Abor^on Surveillance 

The Center tor Disease Control (CDC) acquires abortion 
iservice statistics by State of occurrence from two sources, 
central health agencies and hospitals and facilities. Since 
the initiatiotj of epidemiologic surveillance of abortion in 8 
States in 1969, the number of States from which statewide 
abortion data^re reported increased to 45 ih 1977. Most of 
the 45 central health agencies have established direct 
reporting systeni?, although a few collected data by survey- * 
ing abortion facilities. Inquiries by CDC to hospitals and 
facilities provided information for 6 States that did not 
collect statewide abortion iMata. 

The total number \)f abortions reported to CDC is about 
18 percent less than t\ie total estimated independently by 
the Alan Guttmacher Institute, the research and develop- 
ment jlivision of the Planned Parenthood Federation of 
America,' Inc. \ 

For more information, see: Center for Disease Control, 
Abortion Surveillance, 197J,, Public Health Service, 
; DHEW, Atlanta; Ga., To be published, or write tp Center 
for Disease Control, Director, Family Planning Evaluation 
Division, Bureau of Epidemiology, Atlanta, Ga. 30333. 

Bureau of State Services 

' Venereal Disease Control Division 

AH States require that each case of syphilis and gonorrhea 
that receives medical attention be reported to the State or 
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local health officer. Chancroid, granuloma inguinale, and 
lymphogranuloma venereum are also reportable in most 
States. Every 3 months, feach State submits to the Public 
Health Service a statistical summary of cases reported dur- 
ing the quarter. All cases nojt previously reported in tl|e 
State, regardless^f duration of infection or previous treat-: 
ment statu^, are counted in the statistical report of cases. 
Reported morbidity, as reported cases are sometimes 
called, indicates the result of case-detection activities. 

The trend of rates of reported cases of early syphilis over 
a period Of years may indicate 'incidence trends if no 
significant changes have occurred in casefinding efforts or 
completeness of case reporting. Similarly, the trend of 
reported cases of syphilis in all stages of disease can 
indicate prevalence trends, subject to the same limitations. 
Therefore, trends jn reported cases and rates must be inter- 
preted with caution since they reflect not only changes in 
disease incidence and prevalence but also changes in 
caseiSndinig efforts and completeness of case reporting. 

Cases of primary and secondary syphilis are reportable 
by law in all 50 States and the District of Columbia, but 
the. reported cases understate actual incidence because: 
(1) cases occur which are not diagnosed in the primary or^ 
secondary stages, and (2) many diagnosed cases are not 
reported to the health departments. The Venereal Disease 
Control Division estimates that the actual incidence of 
primary and secondary syphilis was about 75,000 to 80,000 
cases in 1977, of which 20,362 were reported to health 
. departments. A total of 64,473 cases of syphilis (all stages) 
were reported in 1977. , ^ 

In general, gonorrhea is underreported for the same 
reasons as syphilis. But gonorrhea is undetected much 
more frequently for women than for men because most 
infected women exhibit no evidence of infection. The 
Venereal Disease Control Division estimates that 1.6-2.0 
million cases of gonorrhea Wurred in the United States in 
1977, of which 1,000\177 were reported to health depart- 
ments. 

Data are published annually in STD Fact Sheet 
(formerly VD Fact Sheet), For more information, 
. see: Center for Disease Control, STD Fact Sheet, 1977, 
34th ed., DHEW Pub. No. (CDC) 79-8195, Public Health 
Service, Atlanta, Ga. or write to Center for Disease Con- 
trol, Bureau of State Services, Technical Information Serv- 
ices, Atlanta, Ga. 30333. / • 



U.S. Immunization Survey 

This system is the result of a contractual' agreement^ 
between "the Center for Disease Control and the U.S. 
Bureau of the Census. Estimates from the Immunization 
Survey are based on data obtained during the third week of 
each September for a subsample of households interviewed 
for the Current Population Survey, which is described 
separately in this appendix. 
The reportVg system contains demographic variables 
* and vaccine history a^ong with disease history wheti rele- 
vant to vaccine history. The system is used to estimate the 
immunization level Of the Nation's child population 
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ag^nst the vaccine preventable diseases; from time-to-, 
time, immiinizatioii level data on the adult population are 
collected. 

The scope of the U.S. Immunization Survey covers the 
50<States and the District of Columbiajin the 1977 sample, 
approximately 41,000 household unit^ere included in the 
survey sample. Six thousand sample units were found to be 
vacant or otherwise not to be interviewed. Of the approx- 
imately ^5,000 occupied households eligible for/interview, 
about 1,500 were not interviewed because the occupants 
either were not al(\ home after repeated ca|ls or were 
unavailable for some other reason. / 
- The estimating procedure that was used involves the^ 
inflation of weighted sample ' results to /independent"^ 
estimates of the civilian noninstitutionalized population of 
the United States by age and race. / 

Fpr more information^ see: Center for Disease Control, 
United States Immunization Survey, 19771 DHEW Pub. 
No. (CDC) 79-8221, Public Health ServicJ, Atlanta, Ga., 
Oct. 19718. ' — / ' ' 

ALCOHOL, DRUG ABUSE, AND MENTAL 
HEALTH ADMINISTRATION ^ ^ 

National Institute of Mental Health 

Surveys of Mental Health Facilities / 

The Survey and Reports Branch of the Division of 
Biometry and Epidemiology conduqs several surveys of 
mental health facilities. Some of the data in this repiort are 
derived from more than one of these surveys. The response 
rate to most of the items on these surveys is relatively high 
(90 percent or better) as is the rate for data presented in 
this report. However, for some survey items, the response 
rate may be somewhat lower. ' 

The Inventories of Men^l Health Facilities are the 
primary source for NIMH data used in this report. This 
data system is based on questionnaires mailed by Janurary 
of each year to mental health facilities in the United States, 
^ incli|ding psychiatric hospitals, non-Federal general 
hospitals with psychiatric services, residential treatment 
centers for emotionally disturbed children, federally 
funded community mental health centers, f^reestanding 
outp&tient psychiatric clinics, and other types of multiserv- 
ice or day-night facilities. 

Other surveys conducted by the Survey and Reports 
Branch (encompass sample surveys of patients coming 
under care in State, county, and jjrivat^ mental hospitals, 
outpatient psychiatric services, and general hospital inpa- 
tient psychiatric units. The purpose of these surveys is to 
determine the characteristics of patients served by thete 
facilities. 

For more information, write: SuI'vey and Reports 
Branch, Division of Biometry and Epidenfiiology^^Natipnal 
Institute of Mejital Health, 5600 FishefS^Lane, Rockville, 
Md. 20857. 



VHeiiUh Care Financing Administration 

Office of Research, Demonstrj^tions, 
and Statistics 

Estimtites of national health expenditures 

Estimates of public and private expenditures for health are 
c;6n\piled annually by type of expenditure and source of 
ytundV The data fof several Federal health programs are 
^ takenXfrom the Office of Management and Budget's 
special analysis of health programs, while data for the 
remaining Federal health programs are supplied directly by 
the various agencies. 

Estimates for non-Federal expenditures come from an 
array of sources. American Hospital Association d^ata on 
hospital finances, ^ increased slightly to allow for 
osteopathic Hospitals, are the primary source for estimates 
relating to hospital care. Estimated expenditures for the 
services of dei\tists and physicians in private practice are 
based on the ^ross income from self-employed practice 
reported to the Internal RcA^^nue Service. The salaries of 
dentists and' physicians ooi the staffs of hospitals and 
hospital outpatient facilitiesnre considered a component 
of hospital care. ^pendituresHor the education and train- 
ing of medical pertonnel are considered to be expenditures 
for education, and\whera they can be separated, they are 
excluded from heklth expenditures. Expenditures for 
drugs, drug sundries, eyeglasses, and appliances exclude 
those provided to inpatients and are estimated principally 
from the report, of personal consumption expenditures in 
the U.S. Departmer^t of Commerce's national income 
accounts in the Survey of Current Business. Nursing home 
care expenditures by^both public and private Sources are 
based on data from the National Nursing Home Survey- 
conducted by the National Center for Health Statistics. 
Data on the financial expenditures of health insurance 
organizations come ' from special Social Security 
Administration analyses of private health insurers. 
Expenditures for construction represent ''value put in 
place'* for hospitals, nursing homes, medical clinics, and 
medical research facilities but not for private office 
buildings providing office space for private practitioners. 

For more specific information on items included and 
excluded and on general methodology used, see: Gibson, 
R.M., National health expenditures, 1978, Health Care 
Financing Review, Vol. 1, No. 1^ pp. l^St^rSummer 1979. 



DEPARTMENT OF COMMERCE . 



Bureau of the Census/ 

U .S. Census of Population 

The census of population has been taken in the United 
States every lOlyears since 1790. Beginning in 1985, 



however, the census will be on a quinquennial basis. In the 
1970 census, basic demographic data such as sex, race, age, 
^ and niarital status were obtained from 100 percent of the 
enumerated population. In addition, information such as 
, educational attainment, occupational status, and earnings 
were obtained from a 20-percent sample. More detailed 
data such as previous residence,|^eteran status, place of 
work, and country of bfrth of'parents, were collected from 
a 15-percent sample; a 5-percent sample was asked about 
disability status, citiz6nship, length of^^marriage, voca- 
tional training, and the like. Americans living overseas 
received a supplemental schedule. 

Detailed national data are tabulated and published as 
are data for areas as small as census tracts. 

For information on undercoverage, see: U.S. Burea^^ of 
. the Census, Estimates ofi Coverage of the 'Population by 
Sex, Race, and Age, Demographic Analysis, PHC(iE)-4, 
and for tables of sampling errors for sampled data, see: 
Census of Population 1970, PC(1)-C, General Social and 
Economic Characteristics, Appendix C. 

Current Population Survey 

The Current Population Survey (CPS) is a household sam- 
ple survey of the civilian noninstitutionalized populatioji^ 
^conducted monthly by the U.S. Bureau of the Census to 
provide estimates of employment, unemployment, and 
other characteristics of the general labor force, the popula- 
tion as a whole, and various other subgroups of the 
population. 

A list of housing units from the 1970 census, sup- 
plemented by newly constructed units and households 
known to be missed in the 1970 census, provides the sam- 
pling frame in most areas for the present CPS. In_jsome 
rural locations, current hou||phold listings of selected land 
are^ts serve as the frame. , / 

The present CPS sample is located in 461 areas compris- 
ing 923 counties and independent cities with coverage in 
every State and the District of Columbia. In an average 
month during 1975, the number of housing units or living 
quarters designated for the national sample was about 
58,000, of which about 3,000 were found to be nonexist- 
ent, demolished, or no longer used as living quarters. Of 
the remaining 55,000 units assigned for interview, about 
45,000 were interviewed households, 2,000 were 
households at which the members were not available for 
interview, and 8,000 were found to be vacan^t, occupied by 
persons with usual residence elsewhere, or otherwise not 
edible for interview. 

The estimation procedure used involves inflation by 
reciprocals of the probabilities of selection, adjustment for 
nonresponse, and ratio adjustment. 

For more information, see: U.S. Bureau of the Census, 
, The Current Population Survey, Design and Methodology, 
Technical Paper 40, Washington, U.S. Government Print- 
ing Office, Jan. 1978. 

Population estimates and projections 

National estimates are derived by use of!yeceimiai census 
data as benchmarks and of data available f/om .various 



agencies as follows: birth's and deaths (Public Health Serv- 
ice); immigrants (Immigration and NaturaUzation 
Service); the Armed Forces (Department of Defense); net 
movement betwefen Puerto Rico and the U.S. mgjinland 
(Puerto Rico Planning Board); and Federal employees 
abroad (Civil ^rvice Comniission and Department of 
Defense). State estimates are based on similar data and 
also on a variety of data series, including school statistics 
from State departments of education and parochial school 
systems. ' ' / 

National population projections indicate the /approx- 
imate future \vel and characteristics of the pcfpulation 
under given assumptions as to future fertility-, rhortality, 
and net immigration. The method used to develop the pro- 
jections involved preparatioiTof projections of each of the 
components of population change— births, deaths, and net 
immigration— and the combination of these with July 1 
estimates of the current population, Projections for States 
and rnetropolitan areas incorporate further assumptions 
about population redistribution through interarea migra- 
tion. 

Current estimates and projections are generally consis- 
tent with official decennial census figures and do not 
reflect the amount of estimated decennial census under- 
enumeration. 

For more information, see: U.S. Bureau of the Census, 
Projections of the Population of the United States, 1977 to 
2050, Current Population Reports, Series P-25, No. 704, 
U.S. Government Printing Office, Washington, D.C. 
1977. 
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Bureau of Labor Statistics 



Consumer Price Index > ■ 

The Consumer Price Index (CPI) is a monthly measure of 
' price Change for a fixed ''market basket" of goods and 
services. It is revised periodically to take into account 
changes in what Americans buy and in the way they live. 
The latest revision introduced (1) a new CPI for all urban 
consumers, (2) a revision of the CPI for urban^-wage 
earners and clerical workers, and (3) a modification of 
some categories within the\medical care component. The 
< new indexes v/cve introduced with the release of January 
1978 data, . 

In this, report, all CPI data shown are for urban wage 
earners and clerical workers. Prices* for 400 items were 
obtained in urban portions of 39 major statistical areas 
and 17 smaller cities that were chosen to represent all 
urban places in the United States. They werd collected 
from about 18,000 establishments— grocery and depart- 
ment stores, hospitals, fining stations, and other types of 
st6res and serviie establishments. 
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Brices of food, fuels, and a Pew other items were 
obtained every month in all 56 locations. Priqes of most 
other commodities and services were Collected every month 
in the five largest areas and every 3 months in other areas. 
Prices of most goods and serviccjs were obtained by per- 
sonal visits of the Bureau's trained represent^ves. Mail 
questionnaires were used to obtain local transit fares, 
public utility rates, newspaper prices, fuel prices, and cer- 
tain other items. 

In calculating the index, price changes for the various 
items in each location were averaged together wkh weights 
that represent their importance in the spending of all wage 
earners and clerical workers. Local data were then 
combined to obtain a U.S. city average. SeparateMndexes 
were also published for 23 areas. 

The index measures price changes from a designated 
reference data— 1%7— which equals 100, An increase of 
22 percent, ^r example, is shown as 122. This change can 
also be expressed in dollars as follows: The price of a base 
period ''market basket" of goods and services bought by 
urban wage earners and clerical workers has risen from $10 
in 1967 to $12.20. # 

For more information, see: Bureau of Labor Statistics, 
Consumer Price Index, Concepts and Content over the 
Years, BLS Report 517, Washington, U.S. Government 
Printing Office, May 1978. 

/ 

Employment and earnings ^ 

The Division pf Industry Employment Statistics and the 
DivisionolJBmployment and Unemployment Analysis of 
' the Bureau of Labor Statistics (BLS) publish data on 
employment and earnings. The data are collected by the 
Bureau of the Census, State Employment Security Agen- 
cies, and State Departments of Labor in cooperation with 
BLS. 

The major data source is the Current Population Survey 
(CPS), axhousehold interview survey conducted monthly 
by the Butou of the Census to collect labor force data for 
BLS. CPS is described separately in jthis appendix. 

Data based on establishment records are also compiled 
each month from mail questionnaires by BLS, in coopera- 
tion with State agencies. 

For more information, see: U.S. Department of Labor, 
Bureau of Labor Statistics, Employment and Earnings, 
January 1979, Vol. 26, No. 1, Washington, U.S. Govern^- 
ment Printing Office, Jan. 1979. 



ENVIRONMENTAL PROTECTION 
AGENCY 



National Aerometric Surveillance Network 

The Environmental Protection Agency (EPA), through 
extensive nionitoring of activities conducted by Federal, 
State, and local air pollution control agencies, collects data 
on the five pollutants for which National Ambient Air 



Quality Standards have been set. These pollution control 
agencies submit data quarterly to EPA's National 
Aerometric Data Bank (NADB). There ^re about 3,400 
total stations reporting. Data from some short-term or 
sporadic monitoring for such purposes as^ special studies 
and complaint investigations are usually ni^t included in 
NADB because the data are not extensive enough to pro- 
vide equitable comparisons with routine data from perma- 
nent monitoring sites. 

For more information, see: Environmental Protettion 
Agency, National Air Quality, Monitoring, and Emissions 
Trends ^Report, 1977,. EPA-450/2-a8-052, R?Search 
Triangle Park, N.C., Dec. 1978, or wnte to Office of Air . 
Quality Planning and Standards, Environmental Protec- 
• tion Agency, Research Triangle Park, N.C. 27711. 



UNITED NATIONS— 



Demograpllic Yearbook 

Th6 Statistical Office of the United Nations prepares the 
Demographic Yearbook, a comprehensive collection of 
international demographic statistics.' \ 

Questionnaires are sent annually and monthly to more 
than 220 national statistical services and other'appropriate 
government offices,. Data forwarded on these question- 
naires are svipplemented, to the extent possible, by data 
taken from official national publications and by cor- 
. respondence with the national statistical services. To insure 
comparability, rates, ratios, and percentages have been 
calculated in the Statistical Office of fhe United Nations. 

Lack of international comparability between estimates 
arises from differences in concepts, definitions, and time 
of data collection. The comparability of population data is 
affected by several factors, including (1) the definition? of 
the total population, (2) the definitions used to classify^he 
population into its urban and rural components, (3) dif- 
ficulties relating to age reporting, (4) the extent of over- or 
under-enumeration, and (5) the quality of population 
estimates. The completeness and accuracy of vital statistics 
data also vary from one country to another. Differences in 
statistical definitions of vital events may also influence 
comparability. 

For ; more information, see: United Nations, 
Derhographic Yearbook 1977, ^Pub. No. ST/ESA/ 
STAT/SlER.R/6', United Nations, New York, N.Y., 1977. 



World Health Organization 



World Health Statistics Annual 

The World Health Organization (WHO) is one of the 
specializecy agencies of the United Nations. WHO 
publishejihe World Health Statistics Annual each year. 
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This publication is the resjJjLof a joint effort by the 
national health and stati^ml administrations of many 
countries, the Statistical Office of the United Nations, and 
the World Health Organization. It is published in three 
volumes: Volume I- Vital Statistics and Causes of Death; 
Volume 11-Infectious Dise^s^s, Cases and Deaths; Volume 
Ill-Health Personnel an^Hospital Establishments. 

Data in the World Health Statistics Annual are provided 
by national administrators in' answer to questionnaires, or 
they are obtained fropi annual national publications. Some 
of the data are reprinted from the Demographic Yearbook. 

In many cases, complete cortiparability of data between 
countries is not possible. Differences in the definition of a 
hospital may o^cur. The level of general education and 
professional training of health personnel may vary from 
country to coiintry. jCj^mpleteness of coverage also varies. 
Noncompar^bility of diagnostic coding of data can also 
occur. / 

For more information, see: World Health Organization, 
World Healthistatistics Annual, 1977, Vols. I, 11, III, 
Geneva, Switzi^and, World Health Organization, 1977. 



ALAN GUTTMACHER 
INSTITUTE 



Abortion Survey 

The Alan Guttmacher Institute (AGI) conducts an annual 
survey of abortion providers. Data are collected from 
hospitals, nonhospital clinics, and physicians identified as 
providers of abortion services. A survey uni verse of 3,092 
hospitals, nonhospital clinics, and individual physicians 
was compiled. To assess the completeness of the provider 
and abortion counts, supplemental surveys were conducted 
of a sample of obstetpcian-gynecologists and a sample of 
hospitals (not in original universe) that were identified as 
providing abortion services through the American 
Hospital Association Survey. I 

The number of abortions estimated by AOf is about 22 
percent more than the number reported. to the Center for 
Disease Control. 

For more information, write to: The 'Alan Guttmacher 
Institute,. 515 Madison Avenue, New York, N.Y. 10022. 



AMERICAN HOSPITAL 
ASSOCIATION 

Annual Survey of Hospitals ^ 

Data from this survey are based on questionnaires that are 
sent to all hospitals inlhe United States and its associated 
areas accepted for registration by the Americap Hospital 
Association (AHA). Ih 1977, questionnaires were mailed 
to 7,176 registered hospitals. Of these, 7,099 hospitj^ls >vere 
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located in tHe 50 States and the District of Columbia, and 
77 were located in the U.S. possessions. Overall, 6,542 
'hospitals reported data, a response rate of 91.2 percent. 
For nbnreporting hospitals and for the survey question- 
naires of reporting hospitals on which some information 
was missing, estimates were made for all d^ta except those 
on bassinets and facilities. The estimates of the missing 
data were based on data furnished by reporting hospitals 
. that were similar in terms of bed-size category, type of con- 
trol, major type of service provided, and type of stay in the 
hpspitals^for^which data were no| reported. 

Hospitals are requested to report data for the full year 
ending September 30. More than half of the responding 
hospitals used this reporting period in the 1977 survey. The 
remaining hospitals used various reporting periods. 

For more information onAhe AHA Annual Survey of 
Hospitals, see: American Hospital Association, Hospital 
Statistics, 1978 Edition, Data from the American Hospital 
Association 7977 y4wwwa/ Swrvejv- Chicago, 111., 1978. 



AMERICAN MEDICAL 
ASSOCIATION 



Physician Masterfile 

A masterfile of physicians has been^ maintained by the 
American Medical Association (AM A) since 1906. Today, 
the Physician Masterfile contains data on almost every 
physician in the United States, both members and 
nonmembersTof AMA, and on those graduates of Ameri- 
can medical spools temporarily practicing overseas. The 
file also inclu*s graduates of foreign medical schools 
who are in thyUnited States. 

A file is'initiated on each individual upon entry into 
medical school or, in the case of foreign graduates, upon 
entry into the United States. A census- of physicians is con- 
ducted every 3 years to update the file information on 
professional activities, specialization, and present employ- 
ment statuis. TfTe last census from which data are available 
\yas conducted in 1973. Between censuses, AMA keeps the 
file current by continuousxhecks of professional publica- 
. tions and State licensure notices for changes in any physi- 
cian's activities. When a change is. noted, the physician is 
sent another copy of the questionnaire. In 1975, approx- 
imately 3,500 of these questionnaires were mailed ptv 
week. The general response rate to the quest ionrj^ires^s 
about 87 percent. 

For more information on the AMA Physician Master- 
file, see: Department of Statistical Analysisi Physician 
Distributign and Medical Licensure in the d/.S., 7977^, 
Chi'cago, American Medical Association, 1979. 

Surveys of medical groups 

The Amerjcan Medical Association (AMA) Center for 
Health Services Research and Development conducted 
surveys of group medical practice in 1965, 1969, and 1975. 



In the 1975 survey, questionnaires were mailed to all 
13,169 known or potential groups inihe United States and 
its territories in December 1974. Informaition was solicited 
in several areas of concern, including the age of groups, 
specialty composition, form of organization, administra- 
tion and management, income distribution, facilities and 
services provided, prepayment activity, and allied health 
manpower employed. Fifty-three percent of the groups 
responded to the first mailing. Several followup mailings, 
^personal letters, and telephone calls raised the response 
rate to 96 percent. ^ 

Of the 13,169 questionnaires mailed, 1,889 were not 
usable because they were from groups no longer in exist- 
ence or dissolved or from groups listed in AMA records 
under more than one name. Another 2,269 were eliminated 
because they did not meet the AMA definition of group 
practice. This resulted in a usable response of 8,483 
groups, 22 of which were in Puerto Rico and other U.S. 
possessions. 

For more information, see: Goodman, L.J., Bennette, 
E.I^, and Odem, R.J., uroup Medical Practice in (he 
U.S., 1975, Chicago, '4fi^erican Medical Association, 
1977* 
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Annual Census of Hospitals 

From 1920 to 1953, the Council on Medical Education and 
Hospitals of the American Medical X^sociatior^ (AMA) ^ 
conducted annual censuses of all hospitaJs registered by 
AMA. . ' \ 

H-In-^'each annual census, questionnaires N^re sent to 
hospitals asking for the number of beds, bassinet^, births, 
patients admitted, average census of patients, lists o( staff 
doctors and interns, and other information of importance 
at the particular time. Response rates were always nearly^ 
100 percent. 

The community hospital data from 1940 and 1950/ 
presented in this report were calculated using published 
figures from the AMA Annual Census of Hospitals. 
Although the hospital classification scheme used by AMA 
in published reports.is not strictly comparable with the 
definition of community hospitals, methods were 
employed to achieve the greatest comparability possible. 
"^For more information on the AMA Annual Census of 
Hospitals, see: American Medical Association, Ho3pital 
Service in the. Uhited Stat^, Journal of (he American 
Medical Association, Vol. A I, No. 116, pp. 1055-1144, 
1940. ' I 
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Glossary of Terms 



General terms 

Social and demographic terms 

Age,— -Agt is reported as age at last birthday, i.e.^ age jn 
pompleted years, often calculated by subtracting date of 
birth froni the reference date, with the reference date being 
the date of the examination, interview, or other contact 
with an individual. 

Age adjustment of death rates.— Agt adjustment, ^usiqg 
the direct method, is the application of the age-specifig^ 
death rates in a population of interest to a standardized age 
distribution in order to eliminate the differences in 
observed rates due to age differences in population com-^ 
position. This is usually done when comparing two or 
more popul^ions at one point in time, or one population 
at two or more points in time. 

In this report, the mortality rates are age adjusted to the 
U.S. population enumerated in 1940. Adjustment is based 
on 1 l age intervals as follows: under 1, 1-4, 5-1^, 15-24, 
25-34, 35-44, 45-54, 55-64, 65-74, 75-84, and 85 years 
and over. The data from the Health Interview.Survey, 
National 'Ambulatory Medical Care Suryey, and the 
Hospital Discharge Survey are age adjusted to the 1970 
civilian noninstitutionalized population. In these cases, 
adjustment is based on four age intervals; for Health Inter- 
^yiew SurVey, under 17, 17-44, 45-64, and 65 years and 
over; for National Ambulatory Medical Care Survey and 
Hospital Discharge Survey,. under ^5, 15-44, 45-64, and 65 
years and over. 

Average annual rate of change (percent change).— In 
this Report, average annual rates of change or growth rates 
are calculated as follows: 



- 1 |x 100 



where = later time period ' 

= earlier time period 
a^nd N = number o^years in interval. 

tThis geometric rate of chana^ assumes that a variable 




anfip 
ic^ar 



incre^es or decreases at th^ame rate during each yqar 
"^^Nj^twcen the two time periods. 
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Color and race— The Federal dovernment's data 
systems often classify individuals into two color groups 
C'white" and other") or three racial groups (^'white,- ' 
Vblack," and ''other races"). GeneralTf, '^other races" 
includes /^merican Indian, Chinese, Japanese, aD^d others, 
while ''while" includes Mexican and Cyban. Beginning in 
1 976, Federal data collections specify ethnic origin, includ- 
ing Spanish heritage. 

Depending on the.data Source, the classification by color 

and race may be based on self-classification or on observa- 
tion by an interviewer or other persons filling out the ques- 
tionnaire. In the national vital registration system, 
newborn infants are assigned the-race of their parents; if 
the parents are of different races and one is white, the child 
is assigned the other- parent's race; if either parent is 
Hawaiian, the child is classified as Hawaiiarr; in all other 
cases, the child is assigned the father's race. Prior to. 1964, 
the national vital registration system classified all births 
for which race was unknown as "white." The, Health 
Interview Survey assigns to the race of the father children 
whose parents are of different races. 

Family income.— For purposes of the Health Interview 
Survfey and Health and Nutrition Examination Survey, all 
people within a household related to each other by blood, 
marriage, or adoption constitute a family. Family income, 
then, is the total ^hcome^received by the members of a 
family in the 12 monthl prior to interview, including 
^ wages, salaries, rents from property, interest, dividends, 
profits, and fees from their own business, pensions, and 
help from relatives. 

Hispanic origin.— In the National Survey of| Family 
Growth, the respondent is classified as being of Hispanic 
origin if she reports h€t origin of descent as Mexican, 
Chicano, Mexican American, Puerto Rican, Cuban, or 
other Spanish, regardless of whether she also mentions any 
other origin. 

In tables where data are presented for women accordmg 
to race and Hispanic origin, women of Hispanic origin 
included in the statistics for white and black w.©men if they 
were identified as such by the interviewer* ^ 

Marital status —Tht population \} classified tluough 
self-reporting into the categories married and unmarried* 
• Married included all married people including those 
separated from their spouses. IJnmmitd includes those 



who &re single (never married), divorced, or widowed. The 
Abortion Surveillance reports pf the Center fbr Disease 
Control classify separated people as unmarried for all 
States except Rhode fsland. 

' Population.— The U.S. Bureau of the CAsys collect? 
and publishes data on^severardiffererrt types of population 
in the United States. Various statistical systems then use 
the appropriate population in calculating rates. ^4»> > 



Total population is the population of the United 
States, including all members of the Armed Forces liv- 
* ing in foreigh countries, Pueno Rico, Guam, and the 
U.S.^ Virgin Islands. Other Americans abroad (e.g., 
civilian Federal employee^ and dkpendents^of 
Wmbers of the Armed Forces or^ other Federal 
employees) are not included.^ * % - 

^ Resident population \s the population .living jn the 
United States. This includes members of the Armed 
Forces stationed in the United State^and their 
'families as well as foreigners working or studying 
^^here; it excludes foreign military, naval, and 

e diplomatic personnel and their families located here 
and residing in embassies or similar quarters as well as 
Americans living abroad.. The fesident population is 
often the denominator when calculating birth and 
death rates and incidence of disease. 

Civilian population is the*resident population exclud- 
ing mertibers of the Armed Forces. Families of 
hiembers of the Armed Forc^ are included, however. 

Civilian noninstitutionalizedjyopulaiion is the civilian 
'population not residing in institutions. Institutions 
include correctional institutions^ detention Homes, ^ 
and training schools for juvenile delinquents;; homes^ 
for the aged and dependent (^.g., nursing homes and 
convalescent homes); homes for dependent and 
neglected children; homes and schools for the 
mentally or physically handjc^p^d; homes for unwed 
mothers; psychiatric, tuberculosis, and chronic 
disease hospitals and re^ential treatment centers. 
T^iis population is the den^inator in rates calculated 

. for the National Center f/rJ4ealth Statistics' Health 
Interview Survey, Health ai^ Nutrition Examination 

A Purvey, Hospital Discharge Survey, and National 
Ambulatory Medical Care Survey. 

Poverty /eve/.— As used in. the National Survey of 
Family Growth, poverty level is calculated by dividing the 
total family income by the weighted average threshold 
income of nonfarm families with the head under 65 years . 
of age based on the poverty level shown in U.S. Bureau of 
the Censua Current Population Reports, Series P-60, No. 
106, 'IMoney Income in 1975 of Efemilies and Persons in 
,the United States," table A-3 (for^Cycle II), and No. 98, 
J* Characteristics of the Low-Income Population, 1973," 
table A-3 (for Cycle I). This definition takes into account 
the sex of the faipily head and the number of persons in the 
family. Total family income includes income from all 
sources fbr all niembers of the. respondent's family. 



Geographic terms , 

Division and region}— Tht 50 States and the District of 
Columbia »re grouped for statistical purposes by the U.S. 
Bureau of the Census int» nine divisions within four 
regions. ThflTgroupings are as follows; 

NORTHEAST ^ . 

New Englajnd ^ . 

^ Maine, New Hampshire, Vermont, ' 

Massachusetts, Rhode Island, Connecticilf 

Middle^Atlantic ' 
New York, New Jersey, Pennsylvania 

NORTH CENTRAL • 

East North Central ^ 
Michigan, Wisconsin, Ohio, Indiana, 
Illinois 

West North Central ^ ' 

Minnesota, Iowa, Missouri, ^North Dakota, \ 
South Dakota, Nebraska, Kansas 

SOUTH 

South Atlantic " i . 

I)ela|jlvafe, Maryland, District of Columfelia, 
\ Virginia, Wes^ Virginia, North Carolma,. 

South Carolina) Georgia, Florida ^ 

East South Central 
Kentucky, Tennessee, Alabama, Mississippi * 

West South Central ' 
Arkansas, Louisisma, Oklahoma, Texas 

west' ■ ■ ) 

Mountain - ^ ^ 

* Montana, Idaho, Wyoming, Colorado, 
New Mexico, Arizona, Utah, Nevada 

Pacific ■ ' 

Washington, Oregon, California, Alaska, 
Hawaii ■ 

Metropolitan.— /Kny county within a standard 
metropolitan statistical area is metropolitan. Other coun- 
ties are nonmetropolitan. 

Registration area.— The United States has separate 
registration areas for birth, death, marriage, and divorce 
statistics, which collect data annually from States wh6se 
registration data are at least 90-percent complete. 

The death registratiOfi area was established in 1900 with 
10 States and the District of Qolumbia, while the birth 
registration iprea was established in 1915, also with 10 
States and the District of Columbia. Both areas have 
covered the 'entire UfJited States since 1933. Currently, 
Puerto/ Rico, the U.S. Virgin Islands, and Guam are also 
included, although in statistical tabulations they are not 
part of tfie ''United States" total.^ 

Reporting area.— In the national vital registration 
system, reporting requirepiehts on birth certificates vary 



^according to State. ThujS, different numbers of States 
report Various characteristics. For example, births to 
unmarried women are reported on the birth certificate only 
in 37 States and the District of Columbia, and the month 
during which prenatd care began is repoi-ted in 44 .States 
and the District of Cohimbia. 

Standard metropolitan statistical afiea fSMSA),— This is 
a 'concept developed for use in statistical reporting artd 

' analysis. Except in the New England States, an SMSA is a 
county or a group of contiguous counties containing at 
least one city of 50,000 inhabitants or more or **twin 
cities*' with a combined population of at least 50,000. In 
addition, contigjuous counties are included in an SMSA if 
they are essentially metropolitan in character (based on 
criteria *of labor force characteristics and population 
density) and are socially and economically integrated with 
the central city Or cities. ^ - ' 

In New England, towns and cities rather than counties 
are the geographic components of tlie^SMSA. Since 
National Center for Health Statistics (NCHS) data are not 
coded to identify all towns, NCHS uses the metropolitan 
State economic area (MSEA), which is made up of county 
units, for reporting data in New England. 



Health status and determinants 



Fertility 

Abortion.— The Center for Disease Control's surveillance 
program counts legal abortions only. What constitutes a 
legal abortion varies, depending on a State's regulations 
about when one may be perfornried. 

Birth rate.— This measure divides the number of live 
births in a population in a given period by the resident 
population at the middle of that period. The rate may be 
restricted to births to women of specific age, race, marital 
status, or geographic location, or it may be related to the 
entire population. 

Fecundity.— In the National Survey of Family Growth, 
a woniim is considered to be sterile if she reports it was 
impossible for her and her husband to conceive as a result 
of an operation, accident, or iHness which occurred more 
than 3 years before >he interview— before January 1970 for 
Cycle I, or before January 1973 for Cycle II. All other 
women are considered to be fecund, able to conceive, at 
the beginning of the period for which their use of family 
planning services is reported. 

Gestation.— For both the national vital registration 
system andithe Center for Disease Control's Abortion 
Surveillance, the period of gestation is defined as begin- 
r\ing with the first day of the last normal menstrual period 
and ending .with the day of birth. 

Live birth.— Injht World Health Organization's defini- 
tion, also adopted by the United Nations and the National 
Center for Health Statistics, a live birth is the complete 
expulsion or extraction from its mother of a product of 
conception, irrespective of the duration of the pregnancy, 
..which, after such separation, breathes or shows any other 



eviderice-Ql4ife such as heartbeat, umbilical cord pulsa-<x 
tfon, or definite Movement of voluntary muscles, whether 
or hot the umbilical cord has been cut or the placenta is 

^""attached. Each product of such a birth is considered live 
born. . 

Live-birth order.— In the national vital registration 
system, this item from the bjrth certificate indicates the 
number of live births a \yoman has had, counting the birtb 

^ being recorded. 

\ ■ • • . . - 

. '\ . • - . . : 

Mortality 

Cat4se of death.-^For ihc purpose of national mortality 
statistics, every death is attributedHo one underlying condi- 
tion, based on information reported on the death cer- 
tificate, and utilizing the international rules fOr selecting 
the underlying cause of death from the reported condition. 
For data years 1968-78, the Eighth Revision International 
Classification of Diseases, Adapted for Use in Uie United 
States is being used for coding. Earlier data used the then 
current revision of the International Classification of 
Diseases, For 1979, the Ninth Revision is being used. 

Death rate.— This measure divides the number of deaths 
i#a population in a given period by the resident population 
V the middle of that period. It may be restricted to deaths 
in specific age, race, sex, or geographic groups, or it may 
be related to the entire population. ^ 

Eighth Reyision International Classification of Diseases, 
Adapted for Use in the United States (ICDA).—ICDA and 
the International Classification of Diseases (ICD), upon 
which ICDA is based, classify morbidity and mortality 
information for statistical purposes. Both are arranged in 
17 main sections. Most of the diseases are arranged accord- 
ing tQ their prtncipal anatomical site, with special sections 
for infective and parasitic diseases; neoplasms; fend6crine, 
metabolic, and nutritional diseases; mental diseases; com- 
plications of pregnancy and childbirth; certain diseases 
peculiar to the perinatal period; and ill-defined conditions. 
Separate sections provide a classification of injuries 
accorcling to the external cause giving rise to the injury, 
usually used for cause-of-death categories, and a classifica- 
tion according to the nature of injury (such as puncture, 
open wound, or burn)", usually used for morbidity 
categories. Supplementary sections in ICDA on special 
conditions and examinations without sickness (Y00-Y13) 
an^ on surgical operations and diagnostic and other 
therapeutic procedures are used for coding information on 
ambulatory and inpatient utilization. 

ICD was first used in 1900 and-has been revised about 
every 10 years since then. The Ninth Revision, introduced 
in 1977, is being used to code U.S. mortality data 'begin- 
ning with 1979. A modification of the Ninth Revision is 
V beincprepared for use with U.S. morbidity data. 

0 Injint mortality.— Infant mortality is the death of live- 
born children who have not reached their first birthday 
and is usually expressed as a rate (i,e^ the number of 
infant deaths during a year per 1 ,000 ifve births reported in 
the year). . 
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Life expectancy.^Life, expectancy , is the average 
number of years of life reniaining to a person at a par- 
ticular age and is based o^ a given set of age-specific death 
rates, generally the mortality conditions existing in the 
period mentioned! Life expectaircy niay be determined by 
race, sex, or other characteristics using age-specific death 
rates for the pop^lation with that chariacteristic. 



Determinants and measures of health 

Condition,— A health condition is a departure from a state 
of physical or mental well-being. Conditions, except 
impairments, are coded according to the Eighth Revision 
International Classification of Diseases, Adapted for Use 
in the United States (ICDA). ' 

Based on duration, there are two categories of condi- 
tions, acute and chronic. In the Health Interview Surrey, 
an acute condition is a condition which has lasted less than 
3 months and has involved either a physician visit (medical 
attention) or restricted activity. The category includes 
respiratory conditions (ICDA codes 460-486, 501, 
508-516, 519, 783), 'injuries (ICDA codes N800-N876, 
N872-N884, N890-N894, N900-N994, N996-N999), 
infective and parasitic conditions (ICDA codes 000-136), 
and digestive conditions (ICDA codes 520.6-521.5, 
521.7-523.9, 525-530, 535-543, 560-561, 564-577, 
784-785). In the Health Interview Survey, a chronic condi- 
tion is any.condition lasting 3 months or more or is one of 
certain "conditions classified as chronic regardless of their^ 
time of onset. The Nattorial Nursing Home Survey us< 
specific li^t of conditions classified as chronic, alsp 
disregarding time of onset. . 

D/5ajb///V;',— Disability is any temporary or long-term 
reduction of a person's activity as a result of an acute or 
chronic condition. It is often measuredjn terms of the 
number of days that a person's activity has been reduced. 

Disability day —The Health Interview Survey identifies 
several types of days on which a person's usual activity is 
reduced because of illness or injury (reported for the 
2- week period preceding the week of the interview). These 
short-term disabifity days are not mutually exclusive 
categories but are defined as follows: 

A restricted-activity day is any day on which a person 
cuts down on his or her ysual activities for all or most 
of that day Jjecause of an illness or an injury. 
Restrlcted-activit)(^ays are unduplicated counts of 
bed-disability,* work-loss, and school-loss days as well 
as other days during which a-person cu* down on his 
or her, usual activities. ■ ^ ' , 

A bed-disability day is a (fay on which a person stays 
in bed for more than half of the daylight hours (6r 
normal waking hours) because of a specific illness or 
injury. All hospital days are bed-disability days. Bed- 
disability days may also be work^loss or school-loss 
days. • . 

A work-loss day is a day ^ which a person did not 
work at his or her job or busihesssiqr at least half of 




his or her normal workday because of a specific illness 
or irijupy. The number of work-loss days is deter- 
mined only for currently employed persons. 

A school-loss day is a day on which a child did not 
• attend school for at least half of his or her normal 
schoolday because of a specific illness or injury. 
School-loss days are determined only for children 
6-16 years of age. 

Former smoker,— Any person who has smoked at least 1 
100 cigarettes during his or her entire life but who reports 
smoking no » cigarettes at the present time is a former 
smoker. 

//2c/V/e/2ce.— Incidence is the number of cases of disease 
having their onset during a prescribed period of time and is 
often expressed as a rate (e.g., the incidence of measles per 
J, 000 children 5-15 years of age during a year). Incidence 
is a measure of morbidity or other events that occur within 
a ^cified period of time. 

Limitation of activity,— Edich person identified by the ^ 
Health Interview Survey as having a chronic condition is 
classified according to the extent to which his or her activir 
ties are limited because of the condition as follows: 

' I 

(1) Persons unable to carry on major activity. 

(2) Persons limited in the amount or kind of major 
activity performed. ^ 

(3) Persons not limitedyln major activity but .other- 
wise limited. 

(4) Persons not limited in activity. 

Major activity (or usual activity) is the principal activity • 
of a person or of his or her age-sex group. For 4-5 years of 
age, it refers to or(Jinary play with other children; for 6-16 
years of age, it refers to school attendance; for 17 years ofin 
age and over it usually refers to 'a job, housework, or 
school attendance. 

Notifiable disease.— A notifiable disease is one that 
health providers are required, usually by law, to report to 
Federal, State, or local public health officials when 
diagnosed. Notifiable diseases are those of public interest 
by reason of their contagiousness, severity, or frequency. 

Particulate ma^/er.— Particulate matter is defined as 
particles of solid or liquid matter in the air, including both 
nontoxic materials (soot, dust, and dirt) and toxic 
materials (lead, asbe3tos, suspended sulfates and nitrates, 
etc.). 

Pollutant,— A pollutant is any substance that renders 
the atmospjjere or water foul or noxious to Health. 

Pr^vafe/i«.— Prevalence is the number of cases of a 
disease, infected persons, or persofts with some other attri- 
bute present during a particular Interval of time. It is often 
expressed as a rate (e.g., the prevalence of diabetes per 
1,000 persons during a year). / , 

Self-assessment of health,— In the Health Inter^ew 
Survey, the respondents are asked to evaluate the health of 
' eveiWcipe in their househofd compared with other people of 
the ^me age. 
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Ambulatory care 

Dental visit.— The Health Interview Survey counts visits to 
a^dentist's office for treatment or advice, includi^ services 
by a technician or hygienist acting under the dentist's 
supervision, as dental visits. Services provided to hospital 
\ inpatients are not included.- 

Dispdsition of vw/7.— As used by the National Ambula- 
tory Medical Care Survey, this term describes the variety 
of followup procedures that a physician may plan for the 
patient, ranging from no followup to specific return con- 
tacts, to referral to other providers of care. 

Eighth Revision International Classification of Diseases, 
Adapted for Use in the United States.—See ^'Mortality" 
, section. 

Family planning visit.— In the National Survey of 
Tamily Growth, women are considered to have made a 
family planning vlsH if they answer affirmatively when 
asked if they have talked to a doctor or otfier trained 
medical personnel about a method for delaying or prevent- 
ing pregnancy. Those who have such visits are asked the 
date of the visit. 

Office. — In the Health Interview Survey, an office refers 
to the office of any physician in private practice, including 
physicians connected with prepaid group practices. In the 
National Ambulatory Medical Care Survey, an office, is 
any location for a physician's ambulatory practice other 
than hospitals, nursing homes, other extended care 
facilities, patients' homes, and industrial clinics. However, 
private offices in hospitals are included. 

Physician visit.— Tht Health Interview Survey counts as 
- ' a physician visit a visit in person or by telephone to a doc- 
tor of medicine or doctor of osteopathy for the purpose of ^ 
examination, diagnosis, treatment,, or advice. The service 
may be provided directly by the physician or by a nurse or 
other person acting under the physician's sufiervision. 
Contacts involving services provided on a mass basis are 
not included, nor are contacts for hospital inpatients. 

Physician visits are generally classified by the type of 
place of visit. In the Health Interview Survey, this includes 
the office, hospital outpatient clinic or erhergency room, 
telephone (advice given by a physician ip a telephone call), 
company or industrial clinic (units at a place of business 
that provide treatment through a p|iysician or trained 
nurse), home (any place in which a person was staying at 
the time a physician was called there), as well as other 
places. 

In the National Ambulatory Medical Care Survey, an 
office visit is any* direct personal exchange between an 
ambulatory patient and a physician, or members of his or 
her staff, for the purposes of seeking care and rendering 
health services, ^ 

Place of last family planning vw/7.— Women with a 
family planning visit in the last 3 years are asked where the 
last (most recent) visit took place. ''Own physician" 
includes visits of the respondent with her own physician, 
whether in the physician's qffiee or in a hospital; it 
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includes group practices and prepaid medical organiza- 
tions. ''Organized meclical services'^ includes visits ^all 

. other places: generaf clinics, family planning cliniqs, 

\ hospitals, or elsewhere. * * 

Principal diagnosis.— In the National Ambulatory 
Medical Care Survey, this is the physician's diagnosis of 
tlje patient's most important problem or complapnt as, 
evaluated at the time of th'e visit. 

Seriousness of problem.T^ln The National An\bulatory 
Medical Care Survey, the physician indicates for each 
patient visit the seriousness of the problem, condition, or 
symptom which the patient spys caused the vjsit. 
Seriousness refers to the physician's clinical judgment as to 
the extent the patient would be impaired if no care were 
given. It is expressed as very serious, serious^ slightly 
serious, OF not serious. 



Inpatient care 

Average daily census or average daily \ patients —This 
refers to the average number of inpatients receiving care 
* each day during a reporting period, excluding newborns. 

Average length of stay.— In the Hospital Discharge 
Survey, the averagejength of stay is the total number of 
patient days accumulated at the time of discharge counting 
the date of admission but not the date of discharge by 
patients discharged during a reporting period, divided by 
the number of patients discharged. 

As measured in the National Nursing Home Survey, 
length of stCfy for residents is the time from their admission 
until the reporting time, while the length of stay for 
discharges is the time between the date of admission and 
the date of discharge. - • 

Bed.— Any bed that is set up* and staffed for use for . 
inpatients is counted as a bed in a facility; In the Master 
Facility Inventory, the count is 'of beds at the end of the 
reporting pjeriod; for the American Hospital Association, 
- it is of the average number of beds during the entire . 
periodVThe World Health Organizatron defines a hdspital 
bed as one regularly maintained apd staffed for the aa;om- 
modation and Cullrtime care of a succession of inpatients , ^ 
and* situated in ajpart of the hbsplwl where continuous 
medical cafe for ihpatients is provided. ' 

Z?a>'.— According to the American Hospital Association 
and Master Facility Inventory, days or inpatient days are 
the number of adult and pediatric days of care rendered ^ 
during a reporting period. Days of care for newbofns ar6 
excluded. 

In the Health Interview Survey, hospital days during the 
year refer to the total number of hospital days occurring in 
the 12-month pdri^ prior to the interview week. A 
hospital day is a night spent in the hospital for persons 
admitted as inpatients to a hospital. 

In the Hospital Discharge Survey, days of care refer to 
the total number of patient days accumulated by patients 
^ the time of discharge from non-Fpderal /short-stay 
iTOspitals during a reporting period. ^11 days from and 
including the date of admission to but not ;^ncluding the 
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date of discharge are counted, patient is a person who is 
formally admitted to the inpatient service of. the hospital 
for observation, care, diagnosis, or treatment. 

Discharge.— The Health Interview Survey defines a 
hospital discharge as the completion of any continuous 
period of stay of 1 night or more in_a hpspital as an 
inpatient, excepting the perioid of stay of a well newborn 
infant. 

According to the Hospital Discharge Survey, American 
Hospital Association, and Master Facility Inventory, this 
is the formal releafe of an^inpatient by a hospital, i.e., the 
termination ota period of hospitalization (including stays 
x)f 0 nights) By death , or by disposition to a place of 
residence^ nursing home, or another hospital. In this 
report, newborn infants are excluded. 

In the National Nursing Home Survey, this is the formal 
release oT a resident by a nursing home. 

First-listed diagnosis.— In the Hospital Discharge 
Survey, this is the diagnosis listed first on the face sheet of 
the medical record. • . 

f/05/?/7a/,— According to the American , Hospital 
Association (AHA) and Master Facility Inventory (MFI), 
hospitals are institutions licensed as hospitals , whose 
primary function to provide diagnostic and therapeutic 
patient services for medical conditions and which have at 
least six beds, an organized physician staff, and con- 
tinuous nursing services under thi^supervision of registered 
nurses. AHA data differ slightly from those of MFI, since 
data from MFI reflect osteopathic hospitals as well as 
hospitals not registered with AHA. Non-AHA hospitals 
comprise 5-10 percent of all hospitals in the country. J he 
World Health Organization considers an establishment a 
hospital if it is permanently staffed by at least one physi- 
cian, can offer inpatient acconimodajion, and can provide 
active medical and nursing care. 

Hospitals may be classified by^type of service^ owner-, 
ship, and/jength of stay.' ^ 

Federal hospitals ?ixt operated by the Federal Govern- 
ment. All other hospitals are non-Federal hospitals.. 

(Seneral hospitals provide both diagnostic and treat- 
ment services for patients with a variety of medical 
conditions, both surgical and nonsurgical. According 
tb the World Health Organization, these are hospitals 
. • fha^ provide medical and nursing care for more than 
one category of medical discipline (e.g., general 
medicine, specialized' medicine, ' general surgery, 
ipecialized surgeVy., obstetrics, etc.); excluded are 
l^ospitals, usyally ones in rural areas, *which provifle a 
more limited rangp of care. P^chiatric hospitals ar^ 
dnes whose niajor type of service is psychiatric caret. 
^ See also **Psychiattic care." , 

Short-stay^hospitals in tbe Hospital Discharge Survey 
are^^those in which the avferage length of stay is less 
than 30 days. The American Hospital Association and 
Master Facility Inventory define short-term hospitals 
as hospitals in which more than half the patients are 
admitted to units with an average length of stay of less 



than 30 d^ys find lorig^erm' hospitals as ones in which 
more than half the patients afe admitted to units with 
an average length of stai^* of 30^days or more. The 
Health Interview Survey defines sHort-stay hospitals 
as any hospital or hospital department ih which the 
type of seryice provided general; maternity; eye, 
ear, nose, and throat; children's; or osteopathic. 

Specialty hospitals provide a particular type of serv- 
ice, such as psychiatric, tuberculosis, chronic disease, 
rehabilitation, maternity, andalcoholic or narcotic, to 
the majority of their patients. 

Nursing care.— VJursing care is the provision of any of 
the following services: application of dressings or band- 
ages; bowel and bladder retraining; catheterization; 
enema; full bed bath; hypodermic, intramuscular, or intra- , 
venous injection; irrigation; nasal feeilfig; oxygen 
therapy; and temperature-pulse-respiratipn or blood 
pressure measurement. * ^ 

Nursing home,— The minimum standards .and regula- 
tions for nursing homes vary among the States so that no 
uniform definition is possible. However, the Master 
Facility Inventory includes in its count only facilities 
licensed by the States in which they are located, The homes 
are then classified according to the level of care they pro- 
vide, as follows: 

Nursing care homes must employ one or more full- 
time registered or licensed practical nurses and must 
provide nursing care to at least half the residentis. 

Personal care homes with nursing have some but 
fewef than half the residents receiving nursing care. In 
addition, such homes must employ one or more * 
registered or licensed practical nurses or must provide 
administration of medications and treatments in 
accordance with physician's order, supervision of self- 
administered rtiedjcation^ o^ three or morfe p^rsonal^ 
services, • 

Pe^sonqi care hdmes without nursing have no 
residents recei^^ing^ nursing care'. These homes provide 
administration of medications and treatments in 
accordance with physician's order, supervision of self- 
administered medications, or three pr more personal 
services. 

Dwniciliary care homes prin^rily provide domiciliary 

care but also provide one pr two personal services, 

t> - ■ ■ 

In the t977 National Nursing Home Survey, all four 
categories'of homes were included. I» the 1973-74 survey,* 
only - nursing homfes .providing some level of nursing care 
were classified as nursing homes. 

. Skilled nursing facilities provide the most intensive 
. nursing care available outside of a hospital. Facilities 
certified by Medicare provide posthospital care to 
eligible Medicare enroUees. Facilities certified by 
Medicaid as skilled nursing facilities provide skilled 
nursing services on a daily basis to individuals eligible 
for Medicaid benefits. 
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Intermediate care facilities are certified by the 
Medicaid progr'am to provide health-related services 
on a regular basis to- Medicaid eligibles who do not 
' require hospital or skilled nursing ^cility care but do 
require institutional gare above the level of room and 
board. 

Occupancy rate.— The Master Facility Inventory and 
American Hospital Association define hospital occupancy 
rate as the average daily census divided by the number of 
hospital beds during a reporting peripd. The occupancy 
rate for other facilities is calculated as the number of 
residents reported at the time of the interview divided by 
the number of beds reported. ^ / 

^ Outpatient According to the American Hospital 

Association, these are.visits by patients not lodged in the 
hospital for medical, dental, or other services, See also 
''Ambulatory care,'' 

Primary diagnosis,— In the Is^^ional Nursing Home 
Survey, this is the primary conditipn at the last examina- 
tion-f^extracted from the resident's medical record, - 

Residents— In the National Nursing Home Survey, a 
re^eritis-a-person'^ivhb has been formally admitted to but 

^t'discharged from ah establishment. . 

• ■ ▼ 

PsKhiatric care' 

Addition,— An individual is classified as an additicJn to a 
psychiatric facility by being a new admission, a readmis- 
sion, or a return from leave to either an inpatient or an 
outpatient psychiatric facility. 

Mental disorder.— A mental disorder is any of several 
disorders listed in Section V of the Eighth Revision Inter- 
national Classification of Diseases, Adapted for Use in the 
United States {ICDA), 

Mental health facility —A mental health facility is an 
administratively distinct public or private agency or insti- 
tution whose primary concern is the provision of direct 
mental health services to the mentally ill or emotionally 
disturbed/Facilities include public and private psychiatric 
hospitals, psychiatric ilnlts of general hospitals, residential 
treatment centers (for emotionally disturbed children), 
federally funded community mental health centers, 
freestanding outpatient psychiatric clinics, multiservice 
mental health facilities, and halfway houses. 

Psychiatric hospitals are hospitals primarily con- 
cerned with providing inpatient care and-treatment for 
tht mentally Psychiatric inpatient units of 
Veterans Admifiistration general hospitals and 
Veterans Administration neuropsychiatric hospitals i 
are often combined into the category Veterans \ 
Administration psychiatric, hospitals htcaust of their \ 
similarity in size, operatipn, and length of stay. Other 
psychiatric hospitals include State and county mental 
hospitals an&^fl^c mental hospitals. 



» The definitions for 'psychiatric care^re those used by the National 
Institute of Mental Health, 



^ General hospitals providing psychiatric services are 
- ho^itals that knowingly and routinely admit patients 
to a separate psychiatric 'Unit for the purpose of 
diagnosing and treating psychiatric illness. 

Residential treatment centers (for emotionally 
disturbed children) are residential institutions pri- 
marily serving emotionally disturbed children and 
^ providing treatment services-, usually under the super- 
vision of a psychiatrist. 

Federally funded community mental health centers 
eke legal entities through which comprehensive mental 
health services are provided to a delineated catchment 
area. This mental health delivery system may be 
implemented by a single facility (with or without 
subunits) or by a jgroup of affiliated facilities which 
make available at least the following essential mental 
/ health services: inpatie nt^ay treatment, outpatient, 
. ■ ^ emergency care, and community consultation and 
education. 

Freestanding outpatient psychiatric clinics are admin- 
istratively distinct facilities, the primary purpose of 
which is to provide nonresidential mental health serv- 
ice and where a psychiatrist assumes medical respon- 
sibility for all patients and/or directs the mental 
health program. 

Service worf^,— Service mode and treatment modality 
refer generally to the kinds of mental health service 
available: inpatient care, outpatient care, day treatment, 
'etc, . ' 

Inpatient care is the provision of mbntal health treat- 
ment to people requiring 24-hour su[5ervision. 

Outpatient cane is the provision of mental health treat- 
ment on an outpatient basis and does not involve s^ny 
overnight stay-in an inpatient facility, | 

Day treatment is the ,provision of a planned 
therapeutic program during most or all of the day for 
people needing broader programs than are possible 
through outpatient visits but who do not require full- 
time hospitalization. 

Manpower 

Full-time equivalent employee (FTE),— The American 
Hospital Association and Master Facility Inventory use an 
estimate of full-time equivalent employees that counts two 
part-time employees as one full-time employee, ^full-time 
employee being somdbne working 35 hours a week or 
'more. The National Nursing Home Survey uses an 
estimate of full-time employees that counts 35 hours of 

\ part-time employees' work per week as equivalent to on(5^ 

i full-time employee, 

1 Group practice,— Group practice is the ^pjication of 
" services by three or more physicians formally ofgar^ized to 
provide fnedical care, consultation, diagnosis, and/or 
treatment through the joint u#e of equipment and person- 
nel and with the income from medical practice distributed 



in aqcbrdance with methods previously determined by 
members oif the group. 

\ P/?>5/cwrt.— Physicians are licensed doctors.bf medicine 
or osteopathy classified by the American Medical Associa- 
tion and others through self-reporting, as follows: 

Active physicians or professionally active physicians 
^re ones currently practicing, regardless of the 
number of hours worked per week. 

Federal physicians are employed by the Federal 
Government; non-Federal ox civilian physicians ?ixi 
not. ♦ . 

Licensed physicians are authprized to practice in a 
State. Every State (and the District of Columbia) 
requirej^hat physicians and dentist^ be licensed (here 
in order to practice in that State. 

Off ice-based pt^iicians are physicians who spend the 
plurality of their time working in practices based in 
private Offices; hospital-based physicians spend the 
plurality of their time as salaried physicians in 
h'ospitals. 

Private practice physicians are independent of any 
external policy control and are self-employe^i or 
salaried by a partnership. 
See also ''Professional manpower." 
Physician speciality —f^ physician specialty is any 
specific branch of medicine that a physician may concen- 
trate in. The specialty classification used by the Bureau of 
Health Manpower (BHM) and National Ambulatory 
Medical Care Survey (NAMCS) follow the American 
Medical Association categories: 

- Primary care specialties include general practice (or 
family practice), internal medicine, and pediatrics." 

\ Medical ^specialties include, along v^ith internal 
medicine and pediatrics, the areas 6f allergy, car- 
diovascular disease, dermatology, gastroenterology, 
pediatric allergy and carcU^ogy, and pulmonary 
diseases. ^ 

Surgical specialties include general surgery, neuro- 
logical surgery, obstetrics and gynecology, 
ophthalmology, orthopedic^ surgery, otolaryngology, 
plastic surgery, colon and' rectal surger/, thoracic 
surgery, and urology. Other specialities covered by 
NAMCS are geriatrics, neurology, preventive 
medicine, psychiatry, and public health. Other 
specialties covered by BHM are aerospace medicine, 
anesthesiology, child psychiatry^ neurology, •occupa- 
'tional medicine, pathology, physical medicine and 
rehabiUtaiion,p?^rchi^ryrT«rblic^ health, and 

radiology. 

Place of employment:— Tht classification of people 
employed in the health service industry by place of employ- 
ment is a U.S. Bi/reau of the Census adaptation of the U.S. 
Office of Management and B\j4&et!s Standard Industrial 
Classification Manual, 1967, which classified people 
Recording to health service industry codes 801-809. 



Professional manpower.— Prcxfessionkl manpower • 
includes chiropractors, dentists, dental hygienists, licensed 
practical nursh, pharmacists, physical therapists, physi- 
cians, podiatrists, and registered nurses as weJl as other 
occupations not covered in this report. 

In the United States, counts of these professionals 
include only those licensed\n the State where they^ practic^r- 
with licensure' usually requiring the completion of 'an 
appropriate degree or certificate program for that profes- 
sion. Ih international counts prepared by the World Health 
Organization, only those professionals active in their pro- . 
fession are counted. 

Professionals may be classified according to specialty, 
place of practice, or other criteria. See "Physician." 



Health expenditures ' 

Consumer Price Index (CPI),— The CP! is prepared by the 
U.S. Bureau of Labor Statistics. It is a measure of the 
changes in average prices of the goods and services put- 
chased by urban wage earners and by clerical workers and 
their families. The medical care component of the CPI 
shows trends in medical care prices base^ on specific indi- 
cators of hos{)ital,'m^dic^l, dental, and drug prices. 

A recent revision of the CPI has been in use since 
January 1978, and changes are noted where applicable in 
this^ report. 

Economic Stabilization Program (ESP)*— This Federal 
program was established to control wages and prices. On 
August 15, 1971, all wages and prices were frozen for a, 
period of 90 days, and a system of wage and price co;itrols, 
administered through a cost-of-living council, was/:imple- 
mented. Controls continued, with periodic changes in the 
flexibility and intensity with which they were, enforced, 
until their legislative authority expired in April 1974. 

Gross national product (GNP).— This is the most com- 
prehensive measure of a nation's total output of goods and 
services. In, the United States, th? GNP represents the 
dollar value in current prices »of all goods and services pro- 
duced for sale plus the estimated value of certain imputed 
outputs (i*e., goods and services that are neither bought 
nor sold). The GNP is the sum of (1) consumption 
expenditures by both individuals and nonprofit organiza- 
tions plus certain imputed values; (2)< business investment 
in equipment, inventories, and new construction; 
(3) Federal, State, and local go>^ernment purchases of 
goods and services; and (4) the sale of goods and serviced 
abroad minus purchases from abroad. 

Health insurance plans,— Health insurance plans are 
formal plans with defined membership and benefits, 
designed to pay all or part of the hospital, physician, or 
other medical expenses of the insured individual. The dif- 
ference types of plans include prepaid group plans. 

Prepaid group plans involve physician group practices 
which provide a comprehensive range of health care 
services to^an enrolled population for a fixed prepaid 
capitation jiayment. Health Maintenance Organiza- 
tions are public or private oganizations that provide a 
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compjJhensive raiKge of health care seyrvice$» either 
directly or . tinder arrange|nent with othel's, to an 
enrolled population for a fixec^ prepaid capitation 
paymenp prepaid group practice plans are one form 
of Health Maintenance Organization. ■ 



Medicaid (Title ^^):— This program is federally aid^ 
but State operated and administered. It provides medical 
benefits for certain low-income persons in need of medical 
care. The program, authorized in 1965 by Title XIX of the 
Social Security Act, categoricfilly covers participar^s in the 
Aid to Families with Dependent Children program as well 
as some participants in the Supplemental Security Income 
program and other people deemed medically needy in a 
participating State. States also determine the benefits 
covered, rates 6f payment for providers, and methods of 
administering the program. 

Medicare (Title XVIII).— Thig is a nationwide health 
insurance progran) providing health insurance protection 
to people 65 years of age and over, people eligible for 
social security disability payoi^nts for over 2 years, and 
pe%>le with end-stage renal disease, regardless of income. 
The program was enacted July 30, 1965, as Title XVI 1 1, 
fiealth Insurance for the Aged, of the Social Security Act, 
and became effective on July 1, 1966. It consists of two 
separate but coordinated programs: hospital insurance 
(Part A) and supplementary medical insurance (Part B). 

National health expenditures.— This mea!Sure estimates 
the amount spent for all health services and supplies ihd 
health-related research and construction activities con- 
sumed in the United States during a specified time period. 



Detailed estimates are available by jsource of expenditure 
(e.g., consumer out-of-pocket, private health insurance, 
and government programs) and by type of expenditure 
(e.g., hospital^, physicians, and drugs). Dataware compiled 
from a variety of soi#ces that collect data frOm the pro-: 
^ viders of care. ^ 

Health services and supplies expenditures are outlays 
for goods and services relating directl/to patient care 
plus expenses for administering healtlrinsurance pro- 
~ grams and for government public health activities. 
This category is equivalent to total national health 
expenditures minu^ expenditures for research and 
construction. *; 

Private expenditures are outlays for services provided 
or paid for by nongovernmental sources— consumers, 
insurance companies, private industry, and philan- 
thropic organizations. 



/ftes 



Public expenditures are outlays for servftes provided 
oripaid for by Federal, State, and local\overnment 
agencies or expenditures required by governmental 
action (such as workmen's compensation insurance 
' payments]^. . 

Personal health care expenditures.— Thtsc are outlays 
for goods and services relating directly to patient cSre. The 
expenditures in this category are total national health 
expenditures minus expenditures for research and con- 
struction, expenses for administering health insurance pro- 
grams, anj^ government public health activities. 
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Guide to Tables 



(The nu«bcr. refer to table nm^bers ih this voW. All tables in this volume contain ti«e trends. TheJS"^<>^,^^^^ ""^^^^ '^^^"'^ ^^^^ 

VXne numDer. contains a cuwilative guide for the first three reports. Health. United Stated, 1975, 1976-77, and 197p 



I. HEALTH- STATUS AND DETERMINANTS 



Age 



Sex 



A. Fertility 

> 

General ^ " 

Teenagers — 

Abortion — " " 

B. Mortality 

General 

Infant ' 

Petal, perinatal 

Life expectancy 

Heart disease 

Ischemic heart disease • 

Cancer 

Respiratory csncer • 

C. Determinants anB measures of health 

Prenatal care '^"^^ 

inmunization*- 

Cigarette smoking-^ — — 

/Air pollution 

Iself-assessment of health- 

' Limitation of^ctivity-f 

' Disability dsif s— * 

. /Restricted-activity days-- — 

/ Bied-disability days- 

Acute conditionf^ — 

Diseases, notifiable ^ 

Cholesterol, high — 

Hypertension ^ 

BirthHcighti lo*#— =- 



Color 
or race 



1-3, 7 




1-3, 


7 






4 




5 . 




5 






/ 






fi 

D 


8 


8 








10, 


11 






10 




Q 

y 


9. 13 






14 


14 


14 




1 c 
1^ 


15 ' 


15 




1 1 
i / 


1 7 


17 




18 


1 Q 

Id 

— 


1ft 








20 




s 21 








26-28 


26-28 


26, 


27 


.23 


23 


23 




23 


.23 


23 




25 








24 


24 


24 




24 


24 


24 




25 








29 


29 ' 








30 


30 








19 





Family 
income 



23 
23 

24 
24 



Location 
of 

residence 



Other 
variables 



23 
*73 

24 
24 



2, 3, 7 
5, 6 

-16 

16 
16 



31 



22 



Geographic area 



Region 



Division, 
State 



11 



23 . 
23 

24 

24^ 



19 



Ihter- 
' national 



.12 
12 
13 



o 



Guide to Tables— Continued 



11, UTILIZATI6N OF HEALTH. RESOURCES Age 

A. Ambulatory 

w 

All physician visits 

Source or place : — 32 

Interval since last visit 33 

Physician's office 

Principal diagnosis— 

Visit characteristics—- ^ 

Physician' s^specialty 

Dentist visits, interval since 
l#at visit 

Family planning visits 

B. Inpatient Care i " 

Short-stay hospitals 

Discharges, general 

Surgery • : 

Diagnosis — 

Days of care, genera It — • 

Surgery ^-^-^ 

Diagnosis t"-~ — - — 

Mental health facilities additions — 
Nursi-Qg homes 

Residents ^5 

Primary diagnosis ' — ' 



Color 
or race 



Family 
income 



Location of 
I residence 



Other 
variables 



34 

35, 36 
35 

37 
38 



41, 42 
41, 43 
40 

41, 42 
41 
40 



32 
33 

34 

35, 36 
35 

37 



42 
43 

40 
42 

40 



45 



32 
33 



35, 36 
35 

37 
38 



42 



42. 



45 



42 



42 , > 



32 
33 



36 



37 



42 



42 



38 



39, 41 
41 

39, 41 
41 

46 

44, 45 
44 



Geographic M 
region ^ 



32 
33 



36 



37 



^2 

42 • 



255 




25G 



ERLC ' f 



( 
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III. HEALTH QARE RESOURCES 



A. Manpower 



Persona active in health field 

Graduates (projections) 

Physicians 

Total active 

Medical doctors \ 

Active non-Federsl M.D. 's-^-r*r 
Group prsctice-^^ — • — 



Occupation 
or industry 



47, 48 



Specialty 



54 



51, 55 
52 



Type of 
practice 



50 
52 



Other 
variables 



49 



Geographic area 



Region 



52 > 

53 



Division 



53 



Geographic area 



• Type of 

Specialty . . 

/ ownership 



Beds 



Outpatient Occupancy Certif i- 
Employees ^.^.^^ ^^^^^ 



Region 



B« Facilities 

Short-stay hospitals* 56 

Long-stay hospitals 61 

CoDDunity hospitals 

Nufsing homes- " 

IV. HEALTH CARE EXPENDITURES 

National hiBslth expenditures *^ — 

Public progran expenditures 

(including Medicsre and Medicaid) t 

Personal health care expenditures — •*>- 

Consumer Price Index ^ 

Hospital costs and expends-- 

flursing home charges ^ * 

Health research and 

development expenditures'^————™- 

■ ^ A. 



56 \ 56 

61 \ 61 

\ 57 

62 N 62, 63 



59 



60 



58 



62 



62 



Age 



Type of f 
expenditure 



Source of funds 
or payment 



Other 
variables 



Division, 
Stste 



59, 60 
63 



Geographic 
region 



79 
78 



77 



. 73, 74 
\ 79-81 
^ 66-69 
77 



70, 71 
72, 78 

82 



64 

r 

^3 

75, 76 
77 

83, 84 



77 



